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EXECUTIVE SUMMARY

Qubstitute Senate Bih219(SSB 6213)assed the Washington State Legislature in 2018. The bill

NBIljdZA NBR (KS D2@SNYy2NRa Ly i &Ehinclis goddéictd 2 dzy OA £ 2

literature review on disparities in access to reproductinalthcarein Washington State, ahto
propose recommendations to reduce those disparities. The bill defines reprodietalthcare
ONRBI Rf& Fa GKS aOFNB ySOSaal NB (2 adzJJ2 NI
and the freedom and services necessary to decide if, wheshhaw often to do so, which can
include contraception, cancer and disease screenings, abortion, preconception, maternity,
prenata | YR LJ2 & 4 LJ NI dzy Ol NBdé

Methods
Identification of priority populations

The bilNB Ij dzA NBR G KS / 2dzy OAf G2 SEFYAYS AySldzi
aSEdzr f 2NASY(dlFGA2y>Y ASYRSNI ARSyidAlezr SGKYA

populations were identified through staff expertise and experience, conversatiadhkey
informants, and a preliminary review of literature. In total, Council staff identified 14
populations likely experiencing inequities in accessing reproductive health services:

1. Age(Adolescents/young adults)

Age(Older adults)

Individuals with behawiral health disorder¢Behavioral health)
Individuals with a disabilitgDisability)

Gender identityGender identity)

Sexual OrientatioiSexual orientation)

People who live in rural areé&eography)

Individuals with unstable housinglomelessness)

© © N o o bk~ DN

Immigrants and refugegdmmigration)

10.Individualswho are incarceratedincarceration)

11. Active duty military members and VeterafMilitary)
12.People of color experiencing systematic rac{&ace/Ethnicity
13.Individuals of low socioeconomic stat(8ES)

14.Victims/survivors of violencg@/iolence, IPV, or Trafficking)

Review of literature

Council staff conducted a review of literature betwegpril 2018 and August 2018 to identify
barriers to accessing reproductitealthcare Barriersservedas a means to understand
disparities in access in order to provide greater understanding of the potential root causes of

i KS

ASa
l.j

OA
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disparities and to develop relevant, specific recommendations. The intent of the literature

review was to develop a comprehensiamed complete list of barriers. Therefore, staff reviewed

I NG AOE Sa dzydAf (GKS& NBI OKSR.elsubsegueniaizilesi A 2y ¢ Ay
added no new or unique barriers). A separate literature review was conducted for each of the

14 populationsdentified, and atotal of 318 referenceswere included. Bchresearcharticle

was reviewed for barriers and recommendations, annotated for inclusion in the full report, and

rated based on study design, execution, and gaheability to Washington State.

Key informant interviews and review

Key informant interviews were completed to gain additional context and background
information and to refine staff understanding of the literature and recommendations for some
population groups.

Recommendations

Councilstaff evaluated recommendatiandentified in the literatureas well as reports from
Washington State agencies and commuitigsed organizations addressing reproductive
health. Recommendations that could be addressed at the state level were then further
evaluated to determine if they could be acted on by the Washington State Legislatarstate
agency.

Recommendations were compared to identify areas of alignment and tahéte which
would likely address access barriers for multiple priority populations. A totk4 of
recommendationsvereincluded in the final reportWhile not comprehensivehe
recommendations represent actions that would reduce disparities in accesgingductive
healthcarefor a number of individuals experiencing inequities in Washington Siate.to
capacity limitations, staff were not able to fully evaluate recommendations for feasibility of
implementation, cost, or alignment with existing federabastate law Relevant key informants
and state agencies reviewed and provided feedbackerproposed recommendations to
ensure accuracy and ajigability to Washington State.

Results

Overall, Council staff identified 45 unique barriers throughréngew of literature. Barriers

were further grouped into three categories: Economic, Structural, and Soldied.list of

barriers was generated iteratively. After completing all populatpecific reviews, Council

staff collaboratively determined whether each barrier was unique and combined barriers to
include in the final report as appropriate. The reporégents an overview of each barrier and a
list of priority populations experiencing that barrier based on the literature. Additionally,
examples highlight how the barrier impacted access for priority populations that experienced a
particular barrier disprportionately or uniquely. For more detailed information, article
annotations are available upon request. SggpendixAfor a comprehensive list of barriers
experienced by different priority populations.
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While findings from the review of literature aregsented by priority population, an individual
may identify with multiple factors. Therefore barriers in accessing reproductive health services
may be compounded or exasperated, furthering inequities in ac&esthe discussion of
intersectionality on pag25 for further information.

Recommendations

Criminal Justice recommendations
1. The Departments of Corrections and Children, Youth, and Families should cooperate
with state prisons, county jail systems, and juvenile detention centers to create a
continuumof care that spans incarceration and return to the community

2. The Washington State Legislature should convene a workgroup to develop
recommendations to reduce/eliminate barriers to healthcare services experienced by
victims and survivorsf human trafficking.

Education recommendations
3. The Washington State Legislature should require (rather than make voluntary) that all
public schools in Washington State teach-ag@ropriate, culturallyappropriate,
comprehensive, medically accurate, and LGBIiQiisive exual health education.

4. The Washington State Legislature should allocate state funds for Department of Health
to provide pasghrough funding to communitypased organizations to conduct age
appropriate, culturallyappropriate, comprehensive, medicallycacate, and LGBTQIA
inclusive sexual health education in community settings for adolescents and young
adults, older adults, immigrants and refugees, individuals with behavioral health
disorders, individuals with disabilities, individuals experiencing hesseless,
individuals with limited English proficiency (LEP), and tribes and urban Indian
communities to expand health literacy related to reproductive health and navigating the
healthcare system to access services.

Provider recommendations

5. The Health CarAuthority andDepartments of Corrections, Labor and Industries, and
{20AFf YR I SFftGK {SNOWAOSA &aKz2dzZ R Fdz f &

G[D.¢v I SIfTGK /I NBE wSLE2NI YR wSO2YYSYRIGA

health equity for LBGTIQ persons.

6. The Department of Health should propose that the Dr. Robert Bree Collaborative
identify and endorse separate sets of guidelines to improve the reproductive healthcare
of: 1) people of color, 2) immigrants and refugees, 3) victims and sunaferslence,
and 4) people with disabilities.

Health Insurance recommendations

7. The Office of the Insurance Commissioner should determine a common process and
establish consistency of forms for health plans to redirect communications containing
personalhealth information.
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8. The Washington State Legislature should work with the Offitkedinsurance
Commissioner to determine a common process for health plans to automatically
suppress communications containing personal health information related to
reproductive health services (e.g., contraception, pregnancy tests, Pap srseatslly
transmitted diseases [STIHIV testing, PrEP, and HIV treatment), and grant the agency
the authority necessary to implement and enforce the protocol.

9. The Washington State gislature should develop and implement a health insurance
option for lawfully present immigrants that do not meet theyBarbar, other
immigrants not qualified for federal benefits, and for individuals who are
undocumented.

10.The Washington State Legislatshould grant authority to the Office of the Insurance
CommissionerHealth Care AuthorityDepartment of Social and Health Services, and
other relevant agencie® update health insurance and medical forms to include-non
gendered language and to allowdiniduals to indicate both sex assigned at birth and
gender identity.

11.The Washington State Legislature should increase state Medicaid reimbursement rates
for reproductive health services to improve service and provider availability.

State Fundingecommendations
12.The Washington State Legislature should dedicate additional state funds to provide
family planning services in Washington State, and should replace federal Title X funding
with state funding in the event that Title X is cut at the fedegakl or future
requirements do not meet Washington State law.

13.The Washington State Legislature should reviewGoenmunity Health Worker Task
Force final report regarding training and education recommendations (anticipated June
2019) and should identify grtunities and strategies for CHWs to address barriers in
accessing reproductive healthcare.

14.Key Informants shared opportunities for future research that the Washington State
Legislature or state agencies and institutions of higher education should eonisid
improve access to reproductive health services in Washington . Satpage82 for a
list of research proposals
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CONTEXT

There are a number of current and ongoing factors at the state and federal level that may
impact access to reproductive health services federally and in Washington State. This report is
based on information available Movember2018, and may not captureecent or pending

changes in state and fedenadlicy. Table 1detailssome of the contextual elements at the time

of this report that may impact access to reproductive health services.

Table 1 Federal andstate-specific contextual factors that maynpactaccess to reproductive
health servicesn Washington State

Contextual | Potential impact on access to reproductive health services

Factor

Affordable | The ACA was implemented in 2010, and Washington State wasf dve
Care Act states to expand Medicaid coverage early in 2011. However, the impacts
(ACA) and | the ACA and Medicaid expansion are still not completely understood and
state are still lagging. Available research sugg#sit, although the ACA expande
Medicaid coverage for reprodctive health services (e.g., contraception), multiple

Expansion | populations continue to experience barriers in accessing ser¢ices.

Bills passed | A number of bills passed by the 2018 Washington State Legislatpreved
by the 2018 | access to healthcare in the state. The following are bills that may improve
Washington | access to reproductive health care for priority populations.
State

_ Senate Bill 658QSB 6580), Concerning human immunodeficiency virus (H
Legislature

testing, removed barriers to HIV tesng by repealing previous legislation an
making HIV testing subject to the same notification and consent
requirements that apply to any other medical tést.

Substitute House Bill 2015HB 2016), Concerning midwifery and doula
servces for incarcerated womemequired the Department of Corrections
and jails to make reasonable accommodations for the provision of midwif
or doula services to women who are incarcerateal who are pregnant or
have given birth in the last six weeks.

Substitute Senate Bill 568@&SB 5683), Health care for Pacific Islanders
residing in Washington under a compact of free association (COFA), incr
access to healthcare services for the citizens of the Republic of Palau, th
Republic 6the Marshall Islands, and the Federated States of Micronesia
living in Washingtorstate® The bill provides premium and cesharing
assistance for health coverage purchased through the Healtlefiéen
Exchange if individuals are not eligible for federal or state health insurang
and have an income less than 133% of the federal poverty leMetse
individuals typically do not qualify for Medicaid due to their specific
immigration status,and this bill improves access tare for these
individuals.
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Bills passed | In addition to requiring this revievwgubstitute Senate Bill 621&BSB 6219)
by the 2018 | Related to improving access to reproductive health (Reproductive Parity
Washington | also expanded access to reproductive healthcare in Washington State by
State requiring?®
Legislature {1 Health carriers to cover contraceptives without cesiaring; and
(Continued) f Health plans that cover maternity care or sees to cover the
voluntary termination of pregnancy (i.e., abortion services).
Limited In July 2017, the King County Board of Health adopted Rule & Regulatiot
Service 17-04, which required any limited service pregnancy centerc(sis
Pregnancy |LINB 3yl yOe OSYGSNL GKIFIG Aa yz2d |
Centers 0KS SyGaNIXyOSa 2F (KS FlLOAtAGE [y
y20 | KSI f (®Khe &rtindie afsb @duites tha® ahy print and
digital advertising materials also include the notice in English, Spanish,
Viethamese, Russian, Somali, Chinese, Korean, idrafmharicand
Punjabi? The rule was the result of reports that some limited service
pregnancy centers provide waen little or no information regarding availab
comprehensive family planning and reproductive healthcare services.
Moreover, some limited service pregnancy centers have reportedly provi
misinformation to women about their health and healthcare options, there
delaying access to comprehensive family planning and reproductive
healthcare services and obstetric healélie, which can increase health rigk
The King County Board of Health determined that failure to notify women
that the facility is not a healthcare facility is a threat to public hedlth.
NIFLA v In 2018, the Supreme Couwt the U.S. (SCOTUS) heard the case National
Becerra Institute of Family and Life Advocates, DBA NIFLA, et al. v. Becerra, Attg

General of California, et al. Two crisis pregnancy centers, one licensed a
one unlicensed, and an organization representing cpigggnancy centers
FAf SR KS adzad F3aFrAyad GKS {dFGS
Comprehensive Care, and TransparefifoACY Act (2015). The FACT Act
required licensed clinics to notify women that California provides free or |
cost servicedncluding abortions, and give them a phone number to ¥all.
The stated purpose was to make sure that state residents know their righ
and what healthcare services are available to them. Additionally, it requirs
unlicensed clinics to notify women that California has not licensed the clir
to provide medical services. On June 26, 2018,90@TUfiled in a 54
decision that the noticesequired by the California FACT Act violate the Fil
Amendment by targeting speakers rather than speech.
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Proposed

In January 2018, the U.Bepartment of Health and Human Services (U.S

Rule: | 1 {0 Llzoft AAKSR atNRPOSOUOGAYy3a {(F Gdz
Protecting |5Sft S3lF GA2y 27F | dzi K2 NJaye&anment pddd dpsed
Statutory March 27, 2018 and the final rule announcement is expected in early 201
Conscience | response, nineteen State Attorge General, including Washington submittg
Rights in commensurging U.SHHS to withdraw the proposél.The comments
Health Care | detailed how proposed rule changes "would allow individaald entire
Notice of institutions to deny lawful and medically necessary care to patients for
Proposed 'religious, moral, ethical, or other reason$’Authors emphasized the
Rulemaking, | Proposed Rel would reduce access to medicatigcessary care by allowing
RIN 0945 broad set of individuals and institutions to opt out of providing care and
ZA03 unnecessarily decrease the information patients receive about their
healthcare options! Specifically, the Proposed Rule would "impose
particularly onerous burdens on marginalized patients who already confrc
discrimination in obtaining [healthcare}*As written, the Proposed Rule
resembles the 2008 U.BHS final rule which was subject to legal challeng
by multiple parties. In 2011, U.BHS rescinded aspects of the 2008 rule th
GSNBE aHzy Rt BRWNBYylIAlIffe 2FSNDNRI R
portions which established an enforcement process and an initiative to
increase awareness of protections available to healthcare providSmce
HAnyYS GwhFFAOS F2NJ / A DA f-fowwdorapkaints 8
[related tofederal health care refusal laws], the large majority of which
(thirty-F 2 dzNb 6SNBE FAE SR aAyO® GKS b2
Public TheU.SDepartment of Homeland Security (DHSY y 2 dzy OS R (i K
Charge propose regulatory provisions guiding the inadmissibility determination of

whether an alien is likely at any time to become a public charge under se
212(a)(4) of the Immigration and NationalitgtAINA), 8 U.S.C. 1182(a)(4).
DHS proposes to add a regulatory provision, which would define the term
LJdzof AO OKIFNHS IyR g2dzZ R 2dzif Ay S

Under existing Public Charge tests, the federal government can coffsider
typesofdo SYSTAGA Ay |y nkNofIRwubperRdaent Q& |
resgdency, diversity visa applications, or applications to renew, change, o
extend visas® Current benefits that can be considered inclifdderal, state,
local or tribal cash assistance for income maintenance; TempossigtAnce
for Needy Families (TANF); Supplemental Security Income (SSI); and
institutionalization for longterm care at government expenseProposed
changes would allow consideration of additional benefits, including:
Medicaid; Medicaid Part D Lelmcome Subsidy; Supplemental Nutrition
Assistance Program (SNAP); Section 8 Housing Choice Vouchers; Secti
ProjectBased Rental Assistance; and Public HouSihga letter to the
Director of the U.S. Office of Management and Budget, Governor Inslee
stated> G UKS LINPLJ2Aalf RAANMzZII & aSdadf
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Public G2 t2y3aidlFyRAY3I AYYAIANI GA2Yy LI2f A
Charge application to extend or change themmigration status is processed®

(Continued) | Ahough B LI2 A SR OKF y 354 62 df R ofbengfish R
not benefits used by children or other family membét&aiser Family
Foundationhas notedthak & L2 G Sy G Al f OKIy3Sa I
intended to reduce use of public programs by immigrant familreduding
their citizen children, could further increase strains on immigrant families
f SI'R (2 f 2aasalRiyhiskefdr, Gavérnomsi@eSshered
GwoBe AAIYATFAOLYyGfe SELIYRAY3I (K
[Washington] State expects many eligible individuals tg stsing their
0SYSTAGA 2NJ y2i | LiLJcodld résiNg pedplg rdF A
accessingecessary medical cadée.g., reproductive healthcarés.

Title X Title X is the only federal funding for family planning services, and repres
the main source of funding for safetet providers serving individuals
regardless of incoménsurance status, or immigration statés!®Washington
State receives $4 million per year in federal Title X fundiitp @n additional
$9 million from the state) to support family planning programs. In 2017, T|
X providers served 91,250 clients across the state.2017, 90% of clients
served in Washington were females of reproductive age4d years), and ar|
estimated 88% of female elits served were on some form of contraceptiv
method?° This resulted in an estimated 18,140 fewer unintended
pregnancies, 8,540 fewer unplanned births, and 6,130 fewer abortions,
representing a net savings of over $141.4 million associated with matern
and birth-related caremiscarriages, ectopic pregnancies, and abortion
services?

Currently, the funding requirements of Title X are being debated at the
federal leveP! Proposed changes could increase barriers to accessing
reproductive health servicek.If proposed changes are made, Washington
Statemaynot be eligibleto receive Title X funding based on state law
(Cynthia Harris, Family Planning Program Manager, Washington State
Department of Health [DOH)], personal communication, August 20¥8)le
this could limit funding available for family planning services irstaee, it
could also create opportunities to improve access under statg(mthia
Harris, DOH, personal communication, August 2018)

Upstream Upstream Washington is a muitear initiative launched by Upstream USA,
Washington | non-profit partnering withDOH to ensure all women have access to the fu
range of birth control methods in a single vi&The initiative involves: 1)
providing training andechnical assistance to publidiynded and private
healthcare providers to ensure they offer patients the full range of
contraceptive methods in a single appointment at no or low cost; 2) work
with state agencies to eliminate barriers preventing women from accessir
sameday birth control methods; 3) increag public knowledge and
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Upstream awareness of contraceptive options and where to access low or no cost
Washington |O2 Y G N} OSLIGA2Y T YR n0 ONBIFGAYy3 |
(Continued) | impact??

Washington | ¢ KS ¢ NHzYLJ ! RYA Y A a G NI U Hebafe abBobtda d Ay
State immigration and has implemented policies to enhance immigration
Department | enforcement and restrict the entry of immigrants from selected countries
of Licensing | that the Administration believes may pose G KNXF & (2 (KS
and Changing policies and enforcement priorities potentially affect 23 million
Immigration | citizens in the U.S., including batidividuals who aréawfully present and
and Customs| individuals who are undocumentexhd have implicationfr the over 12
Enforcement| million children who are predominantly U.S. citizens living with acitren
parent?3 A study of 100 parents who are immigrants from 15 countries an
13 interviews with pediatricians in four states found that the current politig
environment has increased fear and uncertainty among immigrants, inclu
those with lawful statug® Feelings of fear and uncertainty increased
following the rescission of the Deferred Action for Child Arrivals (DACA)
program in September 20122 Interviewees also repted increased
experiences of racism and discriminati#fAdditionally, immigrants reported
increased difficulty in daily life (e.g., finding employment)] anme reported
decreased use of healthcare and participation in Medicaid and CHIP due
increased feat®23Additionally, unaccompanied minors have been denied
delayed access to reproductive healthcare services, namely abortions, w
in the custody of the federalagyernment2®

Moreover, the Washingtostate Department of LicensingNE @A RS R
personal information (e.g., country of birth, address) to federal Immigratic
and Customs Enfoement (ICE) officers, which was then used to arrest an
deport people?* In January 2018, Governor Inslee announced policy chan
to ensure TDepartment ofLicensingvill not turn over personal information
for immigrationrelated investigations to federal immigration authorities
without a court order signed by a federal judge or magistrate or under the
requirement of state or federal lawf® Despite the policy changthe

I 3 S ydoap&ation with ICE likely increased fear and uncertainty among
immigrants in Washington StatendY' I @ KIF @S I aGAy 3
level of trust in state and local government agencies and institutions.

METHODS

{{. cumdp LI &aasSR GKS 2} aKAy3dz2y {aGra4S [Saratl i
Interagency Council on Health Disparities to conduct a literature review on disparities in access

to reproductivehealthcarein Washington State, and to propose r@esmendations to reduce

those disparities. The bill defines reproductivealthcared N2 I Rf @ | & GKS a Ol NB vy
support the reproductive system, the capability to reproduce, and the freedom and services
necessary to decide if, when, and how often tosdy which can include contraception, cancer
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and disease screenings, abortion, preconception, materpignatab. | y R LJ2 & (i LJ- NI dzY
The bill also called out a number of factors, or priority populations for consideration.

Identification of priority populations

{{. cHMd NBIljdzANBR (KS /2dzyOAt G2 SEIFYAYS AyS]
d&SEdzZ f 2NASYyGlIidA2yE 3IASYRSNI ARSyiGAdGezT SGKYyAOAd
this report by identifying additional priority populatis that likely experience inequities in

accessing reproductivieealthcare Additional populations were identified through staff

expertise and experience, conversations with key informants, and a preliminary review of

literature. In total, Council staff iaified 14 populations likely experiencing inequities in
F0O0S&aaAy3d NBLINRBRAzOUGAODOS KSIfGK &aSNmpdasSsice { SS a
a list of priority populationgnda summary of thdnealth inequitiesexperienced by these

populations.

Review of literature

Council staff conducted a review of literature betwegpril 2018 and August 2018 to identify
barriers to accessing reproductihealthcare Staff used barriers as a means to understand
inequitiesin access in order to provide greater understanding of the potential root causes of
inequitiesand to develop relevant, specific recommendations. The intent ofélveew of
literature was to develop a comprehensive, complete list of these barriers. Thereafather

than using systematic review methodology, staff reviewed articles until they reached a
Gal ddzNF GA2y € Ay .6 subshguedthiticleR&lged o hewOr ubidue barrigrs).
A separateeview of literaturewas conducted for each oli¢ 14 populations identified to
ensure comprehensiveness. All articles were identified using MEDLINE/PubMed. A 3dfal of
referenceswere included, and eactesearcharticle was reviewed for barriers and
recommendations, annotatednd rated based on study design, execution, and gdizatzility

to Washington StateArticle annotations are available upon requeSee AppendiBfor the
number of articles included for each priority population.

Search terms and key words

Council stdfused a standard search string to begin each populagpecific literature review.

The root of the search string was consistent across all priority populations and included the
terms (US OR USA AGRS') AND (equit* OR disparit* OR inequit*) AND (reprotive OR

contracept* OR abortion* OR pregnancy OR prenatal OR mammogra* OR pap) AND access AND
health. Unique search terms were then added to the string to identify articles relevant to each
priority population. As needed, articles were also identifiecthgsadditional key words if the

initial search string did not include relevant articles or if staff identified gaps in articles related

to access, reproductive health services (including all services outlined in SSB 6219) (e.g., cancer
screening services)r subsets of the priority population (e.g., women experiencing intimate
partner violence). See AppenddXor a breakdown of all search terms by priority population.
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Inclusion criteria

While each search returned multiple articles, only articles thatenmiblished between 2008

and 2018 (within the past 10 years), focused onlthg, and addressed access were included in
the final reviewIn instances where the was limited relevant research published in the
specified timeframe, staff used the most cant research available prior to 2008.

Barriers

Overall, Council staff identifie¢b unique barriers through the review of literature. Barriers
were further grouped into three categories: Economic, Structural, and Soida.list of

barriers was generated iteratively. After each populatgpecific review of literature, staff met
to discuss identified baiers, determine how they aligned with the existing list of barriers, and
determine if barriers should be further refined or if new barriers should be added. Staff then
summarized the barriers and results from each populaspecific review of literature

After completing all populatiospecific reviews, Council staff met again to determine whether
each barrier was unique and combined barriers to include in the final report as appropriate. For
each barrier, staff presented an overview of the barrier andteof priority populations
experiencing that barrier based on the literature. Staff further highlighted examples of how the
barrier impacted access for priority populations that experienced a particular barrier
disproportionately or uniquely. Therefore discussion of each population experiencing a

barrier may not be included®aff numbered barriers to improve readabilignd for easy

reference; mmbering within the report does not indicate priority or severity compared to other
barriers.See AppendiR for a comprehensive list of barriers experienced by diffémority
populations.

Limitations

This review is limited by available literature and data. Although articles published between
2008 and 2018 were included, there may be a publication lag aarel and the most ufo-

date data may not be presented in the literature. In addition, few published articles included
research that was specifically conducted with people living in Washington State. National
studies or studies conducted in other stateaymot be as generalizable to Washington.

However, staff evaluated each article for generalizability and, whenever possible, data from the
literature was supplemented with Washington State data.

While many articles and research studies evaluate reasariadquitiesin health outcomes,

fewer studies look at barriers to accessing reproductigalthcare In addition, researchers
discussed the difficulty in evaluating access barriers for individuals that do not access care at all
because barriers ar@surmountable?’ Furthermore this review focused on access to

reproductive healthcare. Available literature specific to accessing reproductive health services
for some priority populations was limited or lacking, and individuals may experience barriers in
accessing healthcare in general that do not appear in the reproductive health literature. For
these reasons, the available literature may not fully captutrefathe barriers individuals

encounter when seeking reproductive health services or healthcare generally.
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Terminology

Council staff recognize that preferred terminology may vary by communities and individuals. In
writing the report, staff used terminologeferenced in the literature when discussing article
FAYRAYIaD ¢KS D2GSNYy2NRa& LYGSNI ISyOe /[ 2dzy OAf
terminology that respects and honors the individuals to whom this research is concerned. While
no single term isiniversally accepted by all peoples in a demographic group, the terms used in

this report represent those used for data reporting purposes, and appear in the form the
terminology was originally published. It is not meant to minimize, exclodgeneralizehe

individuals involved nor endorse one folwhterminology over the other @apted fromFutures

Without Violence Report?

Lastly, the majority of reproductive health related literature is related to cisgender women.
Although barriers may also be relevant to men, trans women, trans men, and/cbinainy
individuals, the findings in thigport are limited to the study populations of published

literature. To the greatest extent possible, staff attempted to specifically note populations
included in the original research article. Where possible, in general discussions, staff attempted
to use phrasing recommended by key informants, stakeholders, or Councibensngpecific
terminology used when discussing inequities experienced by victims/survivors of violence;
gender identity and sexual orientation; and immigrants and refugees can be found in
AppendicesC D, andE, respectively.

Key informant interviews andeview

Key informant interviews were completed to gain additional context and background
information and to refine staff understanding of the literature and recommendations for some
population groups. Interviews were conducted within time and processtaaings, and

informants were identified purposively or were recommended to staff by other informants or
Council members. Staff also identified key informants using snowball methodology. While staff
followed-up with many of these recommendations, they werat able to contact all individuals
due to time limitations. In addition, staff did not hear back from or were unable to connect with
all informants contacted within time constraints. Therefore, results should not be construed as
comprehensive or represeative of all perspectives.

Key informant interviews were conducted in person or over the phone, as applicable, and
guestions were tailored to each informant to ensure full understanding of barriers to accessing
reproductive health in Washington Statstdf spoke with approximatel80 key informans
throughout the course of the reviewl he majority of interviews were conducted with state
agency staff (e.g., Health Care Authority), local health jurisdiction staff (e.g., S€atl€ounty
Public Health)healthcareproviders (e.g., HealthPoint Community Health Center), community
based organization staff (e.g., Planned Parenthood Great Northwest and Hawaiian Islands), and
researchers (e.g. University of Washington). Results from key informant interviewsisese

to inform background and contextual understanding, identify additional search terms that
could help address gaps in the review of literature, and identify additional articles or resources
to review for potential inclusion in the report.
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Whenever posible, the comprehensive list of barriers and draft summaries of findings from
populationspecific reviews were sent to key informants to review for applicability to
Washington State and to identify further barriers that may not have been captured in the
published literature. Suggested changes were evaluated for alignment with the literature and
included in the report. In order to capture additional Washington State specific context,
information from key informants is presented in summary as applicableABpendixFfor a

list of key informants that were interviewed or provided review for this report; Council staff can
be contated for more information on how individusiwere consulted.

Recommendations

Each article was reviewed for recommendations thatlgdoaddress barriers to accessing
reproductive health services, and compiled into a comprehensive list. Council staff then
evaluated each recommendation to determine if it would require action at the federal or state
level. Recommendations that could bedadssed at the state level were then further evaluated
to determine if they could be acted on by the Washington State Legislature or a state agency.

In addition to vetting recommendations from the published literature, Council staff also
reviewed reportsand recommendations from Washington State agencies and community
based organizations addressing reproductive health. This list of reports was generated
purposively based on suggestions from key informams Council members

Recommendations from the pubhed literature and Washington State agencies and
organizations were compared to identify areas of alignment and to determine which
recommendations would likely address access barriers for multiple priority populations. A total
of 14 recommendations wer@cluded in the report. These recommendations are not
comprehensive, but represent actions that would reduce disparities in accessing reproductive
healthcarefor a number of individuals experiencing inequities in Washington Siate.to

capacity limitatims, staff were not able to fullgvaluate recommendations for feasibiliby
implementation cost, or alignment withxasting federal and state laweRvant key informants
and state agencies reviewed and provided feedback on proposed recommendatiensuie
accuracy and applicability to Washington State.

Other limitations

This report was subject to time constraints, which influenced the scope of work for this review.
Articles included in the review are only a representation of the evidence and prexataples

2T OdzNNBy U NBaSFNOKd {AyOS adlFF NBOGASHSR | NI
identification, articles may not address all possible reproductive health services or all possible
sub-populations. In some casganly a few review dicles or metaanalyses are referenced.

One article may cite or provide analysis of dozens of other articles. Therdfereumber of

references included in the review does not necessarily reflect the full body of published

literature. In addition, somarticles provide evidence for more than one priority population

and are referenced multiple times.
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While Council staff sought to engage key informants to ensure the literature was applicable to
Washington State, this report does not capture practieseal evidence, best or promising
practices, or current and ongoing work to improve access to reproductive health services in
Washington State. Similarly, this report does not capture community voices or stories from
individuals attempting to access reproduaihealth services in Washington State. The majority
of key informant interviews were conducted with staff and providers at state agencies, local
health jurisdictiors, health clinics, and communityased organizations rather than with
individuals seekingare. The intent of this repoyias outlined in SSB 6219 to provide the

results from a review of literature on disparities in access to reprodubgadthcarein

Washington State, and to propose recommendations to reduce thuosguities

ACCESS TEPRRODUCTIVMEALTHCARE

One of the contributing factors tmequitiesin reproductive health outcomes differential
access to reproductiveealthcare?® The Healthy People 2020 initiativeaged that access to
healthcare must be improved by increasing access to health insurance coverage, health
services, and timeliness of care to promote and maintain health, prevent and manage disease,
reduce unnecessary disability and premature death, actideve health equity® Access to
reproductivehealthcareis broadly defined ithe published literature as access to timely and
appropriate caré! and can be impacted by structural, institutional, financial, social, cultural,
and sociodemographic factof&32Larger reviews of published literature have ideetif
inequitiesin access to reproductivieealthcarefor multiple priority populations, including
adolescents and young aduft8women of older reproductive agéindividuals with behavioral
health disorders,individuals with disabilitie$jndividuals who identify as LGBT(Glgeople
living in rural aread?*?individuals experiencing homelessnéssmigrants22individuals
without health insurancé?*3women in the military, people of color who experience
systematic racism?%3t33 and individuals of low socioeconomic stafi¥s?

These populations exgience worse reproductive health outcomes and have

disproportionatdy limited access to numerous reproductive health services, including access to
prenatal care?>3maternity care3! contraception? assisted reproductive technology (ART) and
infertility treatment3233and many others.

INDIVIDUALS EXPERIENCING INEQUITIES

Council staff identified 14 populations likely experiencing inequities in accessing reproductive
health services in Washington State, includimgguities experienced by:

Age(Adolescents/young adults)

Adolescents (aged 1B7) and young adults (aged &%) account for a disproportionate number

of unintended pregnancies and cases of sexually tratsthihfections (STIs) in the %7

While unintended teen pregnancy has declined, U.S. rates are still higher than many other high
income countries, and barriers to accessing care necessary to improve a variety of reproductive
health outcomes remaif*36:3 According to 2017 Washington State data, adolescents and

yodzy 3 | RdzZf 0& | O02dzy i SR F2NJ ctdy:: 2F GKS aidlFidsSQ
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(DOH personal communication, September 2018{ructural barrier*3537.3%0 and socials
barriers}436:38:39,4143,4648,5057 gre particularly limiting for adolescents and youngitisi due to
their limited autonomy and related barriers (e.tack of transportation).

Age(Older adults)

Older adults (aged 65 and over) face unique challenges to accessing reproductive healthcare.
Medicare helps to equalize insurance coverage among older adultgduytitiesin access

related to insurance remaif%? Furthermore, older adults struggle with access due to social
barriers®:60.6368 [argely related to underlyingiisperceptions about sexuality and risk in etd
age®56and the minimization of sexual health issit¥&§! Older adults may also lack appropriate
knowledge of sexual healt.However, evidence indicates older adults remain sexually active
in their later year%¢7:68and are at risk for human immunodeficiency virus (HIV) and other
STISS67

Individuals with behavioral health disorder@Behavioral health)

Individuals with behavioral health disorders are at increased risk fortHWd;lepatitis B and C,
human papillomavirus (HPV), having multiple sex partners, experiesexugl violence, and
being involved in sex wofR:"°Most women with substance use disorders are of reproductive
age/Care less likely to use contraception or access preventive health services, and are more
likely to experience unintended pregnancy and abori®df. Although substance use during
pregnancy is underreported, it is estimated that approximately 5.3% of pregnant women use
illicit drugs at some point during their pregnan@Substance use during pregnancy can have
negative pregnancy, birth, and maternal health outcomes.

Individuals with a disability(Disability)

In 2015, an estimated 12.9% of Washingtonians were living with a disabiipproximately

12.6% of Washingtonians living with disabilitie2015 wereaged 18 to 34 years, drd0.6%

were aged 35 to 64 year&.Individuals with dishilities experience limitations and barriers to
accessingpealthcare particularlyreproductivehealthcare Many inequities experienced by
individuals with disabilities are due to misconceptions by society and providers that individuals
with disabilities & unhealthy and asexual, unable to have sex, and nantrol of their

sexual desire&® In addition, lack of facilities and care appropriate for individuals with
disabilities has led to inequities ieproductivehealthcareaccess and outcomeg76 Evidence
indicates that women with disabilities are less likely to have received a mammogram during the
past two yeard/-’"8Moreover, those living with disabilities in Washingterperience high rates

of financial poverty (19.5% below 100% etiEralPoverty Level [FPLEnd 43% below 200%

FPL) compared to those without disabilities (10% and 23%, respectwetyoh further limits
access to reproductive health.

Sexual orientation(Sexual orientation)

Lesbian, gay, bisexual, transgender, queer, intersex, and asexual (LGBTQIA) individuals often
face barriers to accessing necessary reprodudteathcareservices and, as a result, can
experience worse health outcomeBor examplegay and bisexual men @ higher levels of
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both HPV infection and HR¥¢lated disease than heterosexual mébifferent subpopudtions

are also at increased risk of various cancers (e.g., anal cancer, breast édtBaryiersto care

include but are not limited to cosklated hurdles, gaps in coverage, and poor treatment from
healthcareproviders!8®8 Data from 200e2007 show that women in sansex relationships

were less likely to haviead a recent mammogram or Pap télsain those in heterosexual

relationships®® Evidence indicates thdtarriers are not experienced inétsame way across

G0KSaS GFINAIFI6fS ARSYGAGASAE YR OFy 6S AY,LINRPOSR
experiencesor circumstancesg(g.,race, socioeconomic stagj!

Gender identity(Gender identity)

Gender minorities face inequities in reproductive health access in the form of economic,

structural, and social oppression. For example,ttheasgender population is more likely to live

in poverty and less likely to have health insurance than the general populetidransgender

LIS2 L)X SQa I 00Saa G2 KSI highRevels SiNIBtie@rSeit addStigifiadzNI K S N.
encounteredwhen seeking health servicé8? These barriers can caribute to worse health

outcomes and unmet healthcare need<r example,ransgender women, particularly

transgender women of color, are at high risk of HIV

People who live in rural area@Geography)

Women in rural areas have worse health outcomes than womarrrban areas, as well as less
access tdealthcarein general and to obstetrics in particul¥rPeople who live in rural areas
face numerousccesdarriers includingtransportation infrastructure, population distribution,
and configuration ohealthcarefacilities?? Other geographic factorassociated withinequities

in access are rural closures of family planning clffics;reased travel time to clingg®*
shortages of providers in rural are&sincreasing risk of malpractice litigati¥hand limited
reproductivehealthcareservice availability due tbealth system directive¥

Individuals with unstable housingHomelessness)

Nationally, an estimated 20% of individuals experiencing homelessness are Woarehthe
number of families experiencing homelessness (mostly comprised of single women with one or
more children) incresed 20% between 2007 and 20¥0Nomen experiencing homelessness

are less likely to receive pap smears or agptraception, and more likely to have abnormal

pap smears, cervical cancer, STIs, HIV, pelvic inflammatory disease, multiple sex partners,
unintended pregnancy, and adverse birth outconi&¥° A study with 205 women experiencing
homelessness in Boston, Massachusetts found that only 36% of women experiencing
homelessness had received a pap smear in the past 12 months, compared to 55% of the U.S.
general populatior?® Approximately 50% of women experiencing homelessness who received a
pap smear required followp treatment, compared to 2.3% of the U.S. general population.
Seventythree percent of pregnancies among women experiencing homelessness are
unintended (compared to 50% of the general populati$ignd experiencing homelessness
during pregnancy is associated with lack of prenatal caretsglpregnancies, and poor thr
outcomes’!
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Immigrants and refugeegimmigration)

Individuals may enter and remain in the U.S. under a variety of circumstances and immigration
statuses, including dawfully-present alienstefugees, migrants, detainees, asyhseekers,
Deferred Action for Childhood Arrivals (DACA) recipients, ordagduals who are
undocumentedt® The Migration Policy Institute estimates there are 11.3 million individuals
who are undocumented living in the U.S., with approximately 229,000 individuals who are
undocumented living in Washington Staf&:193 In Washington, 88,006hildrenunder the age

of 18live with at least one parent who is undocumenté®.In addition, 29,000 individuals are
eligible for DACA, and 17,140/¢6) had DACA status in August 26*8.

Accesgo healthcarevaries by immigration status, and individuals and communities experience
different barriers to care based on immigmati status, nativity, length of time ithe U.S,. and

level of acculturatiort®>1* However, overall, immigrants in thé.S.are less likely to have

health insurance (due to fedal and state regulations and employment in jobs less likely to
provide insurance), less likely to receive preventive care (including cancer screening and
prenatal care), and more likely to delay seeking health ser#fc€3°51%mmigrants are also
more likely to experience poor reproductive health outcomes, including unintended pregnancy,
unintended birth, sexud} transmitted infections, adverse birth outcomes, and longer durations
of infertility than the general populatiof>198.11214 |ndividualswho are unécumented
experience worse reproductive health outcomes than immigrants with legal status or the
general populatiort®®

Individuals who are igarcerated(Incarceration)

Between 2000 and 2013, the number of wom&ho wereincarcerated in the U.S. increased by
30%, while the number of menho were incarcerated increased by 1398.Women of color

are incarcerated at rates higher than white women (e.g., black women are incarcerated at a
rate 2.3 times that of white women), and the majorityvadmen who are incarcerate(f0%)

are convicted of nowiolent crimes!!®In addition, approximately 74% of womerho are
incarcerded are of reproductive agét®While pregnancy rates amongomen who are
incarceratedare not available, most researchers estimate that approximately 10% of women
who are incarcerated are pregnah Approximately 6% of women are pregnant when they
enter correctional facilitied!’ Estimates suggest that an even higher percentage of adolescents
in the juvenile jistice system are pregnait®

Womenwho are incarceratedoften have worse physical and mental health than the general
population and experience higher rates of early sexual initiation; STIs; HPV; HIV; hepatitis B and
C; chronic dise&s; substance use; mental health disorders; and histories of physical, sexual,
and psychological abuse and trauft&!1*12° Pregnant womenwho are incarceratedre also

more likely to &perience unintended pregnancies, highk pregnancies, abortion, and poor

birth and maternal health outcomes due to conditions before and during incarcer&tid’. 12

In addition, cancer screening rates are lower amamgnenwho areincarceratedand the rate

of cervical cancer among women in the criminal justice system is 4 to 5 times greater than the

D2PSNY2NRa LYyGSNI ISyOe /2dzyOAft 2y 1 Sk GK 524 aLdk NX



rate among norincarcerated women!®1??Seediscussion labeledmmigrationfor more
information regardindbarriers detainees experience in facilities operated by ICE

Active duty military members and Veteran®ilitary)

Women make up growing number of active duty service members and Vetetdhs*In

2014, 15% of active duty service members and 19% of reserves were wéé&and 97% of
women in the military were of reproductvage!?® The Department of Veterans Affairs
estimates that 11% of Veterans will be women by 282@espite receiving universal health
insurance through TRICARE, women in the military and female Veterans continue to experience
unique barriers in accessing reproductive healthc&réVomen in the militaryalsoexperience
unique risks to reproductive health, including low levels of contraceptive use during
deployment, high leels of sexual assault and military sexual trauma, and high levels of
unintended pregnancy?>12612830h v § 3 (i dzRadntrglceptiof &cEesséand use are critical,
particularly given the high prevalence of sexual assault in the military and the benefits of
YSy aid NHzl f & dzLILINS &R A 2030 suFvayNduriil §hati. 298 of &Liyiei doty

women in the military reported experiencing unwanted sexual contact, rape, or sexual assault
compared to 0.1% of women in tlyeneral populatiort?® Another study found that between
9.5% and 33% of women experience #iempted or completed rape while serving in the
military.126 Lastly, pregnancy and unintended pregnancy rates were higher among women in
the military than the general populian,'26-12°with 72 per 1,000 women in the military aged
18-44 versus 45 per 1,000 women in the general population aget¥léxperiencing

unintended pregnancy?®

In 2015, the U.S. Department of Veterans Affairs completed a Barriers to Care survey with 8,532
female Veteranso identify barriers women face accessingalthcarethrough the Veterans
Administration (VA). They identified nine main barriers to acceswatfhcarein general,

including comprehension of eligibility requirement and scope of services, effect ofamhtre

driving distance to access care, clinic location and hours, childcare, acceptability of integrated

care, gender insensitivity, mental health stigma, and safety and corffofthile the VA has

GFr1Sy I ydzYoSNJ 2F aGSLJA (2 AYLINRBOGS FSYI{S +Si
proposed additional recommendations to ensure that female Veterans receive appropriate,
gendersensitive healthcare through the VA

While most of available, published literature focuses on access to reproductive health for
women in the military and female Veterans, men in the military and male Veterans also face
barriers accessing reproductitealthcareservices. For example, male ¥edns have limited

access to fertility treatment and assisted reproductive technologies (ART), even in cases where
fertility outcomes can be linked to military servit®.

People of colorexperiencingsystematic racisnfRace/Ethnicity)

In 2017, an estimated 31% of Washingfori G SQ& LJ2 Lddzf | G A 2%an 6 SNBE LJS 2 L.
increase of 10% since 2088 According to Office of Financial Management April 1, 2017 data,
however? | AKAy G2y {0F 0SQa LI2 Lidzhile (69.2ohoriispan a G A YI (S
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White), 8.4% Asiaalone) 4.0% Blackalone) 1.8% American Indian and Alaska Native (4I/A

alone), 0.8% Native Hawaiian and Other Pacific Islander (N&l@#), and 5.0% Two or More

Races, and approximately 12.8% of the population is Hispanic or E&tifiee difference

between these two data sets in the proportion of the state population who are people of color
reflectshow the Office of Financial Management directs state agencies to aggregate and report
Census datfor any individual who selectstnNBE (G Ky 2y S NI OAFf OFGS3I2N
w I O FKisdriethodology of reporting on race/ethnicity datadercouns or misclassiés

people of color. For Al/AN peoplhis methodology misclassifiesughly half of Washington
{GF3SQa ! Lk!dabt gl22 1Ad0 FaRANBY w0 S a3 dé

Reflecting a more accurate methodologlgetNational Indian Health Board (NIHB)/Centers for
Medicare and Medicaid Services (CMS) Tribal Data Project presents data for AI/AN alone and in
combination with another race. Using this methodology and data from the American

Community Survey, NIHB estirSaéi 2  aKAy 3i2y Qa ! Lk! b LJ2 Lz | GA 2
2.9% ofthe total population)!34135¢ KS h FF¥A OS 2 F CAmethofidolythds al y I 3S
broader impacts, as fotentially affectfederal, state, and local resource allocatjevhich

likely influences access to healthcare, including reproductive health serMoesover, he
reclassification prevents the considerationsplecific ommunities of coloas a whole when

assessing health by race/ethnicity, which may mask inequities experienaedibygroupsThe
D2JSNY2NRa LYGSNI3ISyoOe [/ 2dzyOAt 2grevie@ofthel K 5 A & LJ
statewide standards for the collection, analysis, and reporting of disaggregated race/ethnicity

data in order to address this and other datsated challenges.

y
Y
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Additionally, KS adl 68Q&a LRLMzZ I GA2y A& SELISOGSR (2 02\
diverse as people migrate to the regid®. While the state population is becoming more

diverse overall, diversityisnotsptr R S@Sy f & i KNP wzanky, aveét 0% a0 | 4§ S
individuals who identify as Asian, over 80% of individuals who identify as Black or African

American, and 70% of individual$o identify as NHOPI reside in Pierce, Snohomish, and King

| 2 dzy 33%Hewiedet, only 35% of individuals who identify as AI/AN and only 40% of those

who identify as Hispanic live in these three counti®s.

t 22N KSFfGK 2dzi02YSa INB y20 AYyKSNByid G2 |y A
AYyFEdzZSYOSR o6& RSUOSNXAYIl y(a tesTosdecidllinéqgiities 8.d,1 S NI O
poverty) that shape health behaviors, access to healthcare, and interactions with medical

LINE T S & & Andtyltiohadizédracism results in differential access to resources, services,

and opportunities, including access to healthcare, by fd&€€he changing racial/ethnic
O2YLRaAlGAz2zy 2F GKS adlradS FyR O2dzyiASa Aa AYLR
practices have contributkto [racialethnid RA & LI NAGAS& Ay KSI %K o0SKI @
and often continue to influence access to care, including reproductive health set¥idé¥-or

example, in 2012, approximately 73%poégnant women in Washingtoentered prenatal care

during the first trimester (first three months) of pregnanéyHowever, when disaggregated by
race/ethnicity, inequities exist; 66% of Black, 66% of Hispanic, 60% of AlI/AN, and 45% of Pacific
Islander Washingtonians accessed prenatal services during their first trimester of pregnancy
compared to 76% of White and 748fbAsian individual&*®
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African American womerin particularare disprgortionately affected by multiple sexual and
reproductive health conditions compared to women of other rslethnicities139141g | F NR O y
American women accounted for 60% of the estisthhew HIV infections that occurred angn

all women in 2014 and are 2.8 87 times more likely to die from pregnancsiated

complications compared to women of all other rakeS (i K y X3€FurthdrSoiied2912 data

show that African American women were more likely than white women to be diagnoskd wit
having primary or secondary syphilis, gonorrhea, or chlamydia (16.3, 13.8, and 6.2 times,
respectively):3° Additionally, evidence indicates that they are also twice as likely to be
diagnosed with bacterial vaginosis, which is correlated with poor pregnancy outcomes including
low birth weight13°

Individuals of low socioeconomic statUSES)

Approximately 15% of people in the U.S. and 13% of people in Washington State lived below
the federal poverty levein 2016, and approximately 12% and 10% of people lacked health
insurance (respectivelyf?In general, women, people of color, immigrants, and individuals
living in rural communities were more likely to be kincome and lack health insurané&!43

An estimated 40% of loimcome women of reproductive age lacked health insuratice.

Women of low socioeconomic status were also more likely to experience poor reproductive
health outcomes, including early initiation of sex intercourset'? unintended
pregnancy:12143144nintended birthst'? abortion, 112%5 teen pregnancyt? HPVA46:147|onger
duration of infertility3?14and latestage breast cancer diagno3f8 An analysis of federal data
on unintended pregnancy collected from 2002 to 2006 estimated that women of low
socioeconomic status experienced unintended pregnancy at five timesathef women in the
highest income levél3144 Women living in high poverty census tracts had 1.3 sitiee odds

of being diagnosed with latstage breast cancer compared to women living in census tracts
with less than 5% povert}#® Those with low socioeconomic status were also more likely to
have limited access to reproductive health servit®34°For example, lovincome men and
women were less likely to get access to infertility treatmenA&E | YR ¢ SO2y2YA O ¥
[were] the chief contributorstdR A & LI NAGASa Ay | O00%aa G2 STFS

Research has also suggested that the relationship between access to reprodhectithecare

and socioeconomic status is cumulative and cyclicdf The Center for American Progress

reported that access to contraception and abortion "has serious economic consequences for

women, in both immediate costs as well as ldagn effects on econonai stability and

progress.™¢ KS NBLI2Z NI 02y Of dzZRSR GKIFGX ao2YSyuda 062
[economic] mobility, [are] correlated with stronger measures of upholding reproductive rights
andhealth careaccess.™

Victims/survivors of violencgViolence, IPV, or Trafficking)

Victims and survivors of violence face unique barriers to reprodubtdadthcareas well as
exacerbated barriers (e.g., socioeconomic) related to their experiences of violence and
exploitation.Published literature identified human trafficking (i.e., labor and sex trafficking),
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intimate partner violence (IPV), arsgxual violence as detrimental teproductive health
service accesdVhile most of the literature related to violence focusesomyenderwomen
and girlsandor transwomen,cisgendemen and boysnd trans merare also at risk for
violence particularlytrafficking.

Due to the underground nature of human trafficking, it is difficult to estimate the prevalence of

victims and surviva. Key informants shared that many individuals being trafficked do not

identify as victims and may not know that what is happening to them is unlawful (Office of

Crime Victims Advocacy [OCVA], Department of Commerce [Commerce], personal
communication,July "My 0 ® ! OO2NRAY3I (2 F ! d{d 5SLI NIYSy(
to June 30, 2015, [U.S. Department of Justice (DOJ)] grantees providing [trafficking] victim
ASNIAOSAa NBLER2NISR oXyydg 2LISYy BfFitydnepercdritgt Sas Ay
victims served during the reporting period were U.S. citizens or lawful permanent residents and

49% were foreign nationals; the top three countries of origin of federally identified victims in

fiscal year 2015 were thd.S, Mexico, ad the Phillippines®° The report identifies particularly

vulnerable populations inthe).SI &Y G OKAf RNBY Ay GKS OKAfR ¢6StT
runaway and homeless youtfAl/AN], migrant laborers, including participants in visa programs

for temporary wokers; foreign national domestic workers in diplomatic households; persons

GAGK fAYAGSR 9y3IftAaK LINRPFAOASYyOe TSOEWRIeBe2 Yy a 6 A
indicates that among the most common physical effects of sex trafficking and commercial

sexual explitation areSTIspregnancy, substance use/misusedaraumatic injury>!

Additionally, according to 2032012 Washington specific data, 32% of men and 41% of wome

reported lifetime IP\t>2National data indicate that while men and women experience IPV at

similar rates, women experience negative health impacts at higher rates than men do (27% and

11%, respectively}? Transgender people experience IPV at particularly high rates-f&ifty

percent of respondents to the U.S. Transgender Suregyerienced some form of IPV and 24%

reported severe physical violence by an intimate partner, compared to 18% of the U.S.

population?® Intimate partner behaviors that prevent individuals from accessing health services

(e.g., limiting access to transportation or finances, physical violence, reproductive coercion)
AYOSNFSNBE gAGK GKS Ay RA @A &Rdas$ IP\Gand adeydatelyifélfill G 2 LIN.
sexual and reproductive health neeths1%’

INTERSECTIONALITY

Intersectionality, or the understanding that multiple systems of oppression interact in the lives

of those with multiple marginalizeidentities 2 impacts the need, access, quality, and

outcomes of reproductive health servicgsSince experiences of oppression are not muguall
exclusiveadditional systems of oppression and lived experiences may further reduce an
AYRAGARdzZ £ Qa | OOS a a. EvidénceNsighast® tRatlntdarsk o opiirEsised i K O | N.
identities (e.g., race/ethnicity, sexual orientation, gender, healthustaand gender identity)

influence individualshealthcareexperiences, often in disadvantageous ways. For example,

"sexual minority women and LGBTQ people of color report worse health status, more unmet
healthcareneeds, and perceived and actual discnation or substandard care thasexual
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minority men and Whitel. GBTQ people-* In addition, youth who identify as lestni or

bisexual are more at risk for behavioral health disorders, homelessness, or experiencing
violence; are less likely to access reproduchigealthcare and have higher rates of unintended
pregnancy than youth identifying as heterosexti@hile findings from the review of literature
are preseted by priority population, an individual may identify with multipdentities.

Therefore barriers in accessing reproductive health services may be compounded, furthering
inequities in access.

BARRIERS

The 45 unique barriers identified through the reviewiterature are grouped intdhree

categories: Economic, Structural, and Sociiie following sections include awerviewof

each barrier Prioritypopulations experiencingachbarrierare bolded and highlighted, and
citations from the literatureelated tothe barrier for each population arerovided Barriers to
access are not irdrent to the priority populations discussgdhther, these inequities are the

result of institutionalized structures of oppression that marginalize specific identities while
prioritizing dominant identities for receipt of resourc&he following discussimexplains the

barrier and highlights examples of how the barrier impacted access for priority populations that
experienced a particular barrier disproportionately or uniquely. Therefore, a discussion of each
population experiencing a barrier may not belinded.Barriersare numberedo improve
readabilityand for ease ofeference. Numbering does not indicataportance,priority, or

severity compared to other barrierSeeAppendix Aor a comprehensive list of barriers
experienced by different priority populations.

ECONOMIC BARRIERS
1. Insurane status

Adolescents/| Older adults| Behavioal Disability Gender Sexual Geography
Young Adultg 306162 health S Identity Orientation R
36,3941,57 1,30,87,159,161,164 1,30,85,87,89,159
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
100 3,18,19,105,108,109 Ethnicity 30,32,74,112,143,14 153,172174
112114,163,164 19,30,112,165168 ,148,149,169171

Access to health insurance and healthcare varies by age, disability status, glardity,

sexual orientation, geography, race/ethnicity, and socioeconomic sfatdsalthy People 2020
noted that access to health insurance is the first step to improving access to health services
generally as it provides entry into the healthcare syst@imdividuals who ar&ninsured are,

GY2NBE tA1Sfe G2 KI@S LR2NI KSFEOGK adlddzas fSaa
RAIFIIy2aSR tFTGSNE YR Y2NB fA]1Ste G§2ARAS LINBY!
systematic literature review of 54 analys@s 51 distinct studis) foundthat 43 analyses
reported a statistically signi€ant and positive relationship between health insurance or

medical care use and healt?® The authorof the reviewconcludel> & i 8 KSNBE Aa | ad
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body of research supporting the hypotheses that having health insurance improves aedlth
GKIG 0SGGSNI KSFHEGK £SIFRa (2 KAIKENI 062N F2NDO

Whilethe ACA expanded health insurance opportunities and coverage for reproductive
healthcarefor many individuals, multiple populations continue to experience barriers in
accessing reproductive health serviéggs°In addition, some studies have found that type of
insurance may impa@ccess to reproductive healtare, namely that public health insurance
(i.e., Medicaid) provides greataccess and more affordable care than private insurdri®&’®
The Washington State TAKE CHARGE program was created in 2001 to expand Medicaid
coverage for family planning services to families living at or below 200% tddbeal poverty
levell’®1n 2015, the program completed a survey of 338 women enroll8AIKE CHARGE to
determine the reasons women remained in TAKE CHARGE after the implementation of the
ACAL’8Women reported staying on TAKE CHARGE because of the lack of ermsptmyssred
health insurance and cost of other insurance optiéffdomen also had the perception that
private irsurance would not provide adequate coverage for birth control and other family
planning serviced’® Similarly, a studgf women withlow-incomes accessing prenatal care in
Appalachia found that women reported fewer eat-pocket expenses and better access to
services on Mdicaid than private insurance®

DISABILITYultiple studies cited lack of health insurance as a barrier to individuals with
disabilities receiving reproductiieealthcare®®In addition,41% of women with disabilitids/e
at or below thefederal poverty levet®®exacerbating financial barriers to accessing cAre.
2010 study in South Caradiiound thatwomenwith disabilities more frequently cited cost or
lack of insurance as the reastor missing regular Pap smear testicgmpared to those who
did not have a disability (31% vs 13%).

GENDER IDENTITY/SEXUAL ORIENTASU@BYs conducted in 2016 and 2017 show high
uninsured rates among LGBTQ emerging adults (43% uninanédansgender individuals
(22%)87-159The ACAthe SCOTUSIlingon the Defense of Marriage AGQOMA [2013,U.S. v.
Windsol, andthe SCOTURling recognizing samgex marriages2015,0bergefell v. Hodgés
increased access to care and insurance for LA@BIi@duals and their familiesHowever,

since thesalecisiors are notbindingfor employers, "there remains some question about
whether employers can legally limit spouffagalth insurancetoverage to oppositsex
spouses.!Key informants noted that connecting health insurance coverage to marriage still
leaves many people uninsured or underinsueedt! thatequity requires access to quality
medical insurance regardless of sexual orientation, gender identity, or marital status

IMMIGRATIONImmigrant communities have restricted access to health
insurance318.19.105,108,109,11P14,163,164A ccess is primarily restricted through federal and state

legislation (see disssion undefFederal andtate restrictive legislatio)®18:19.107.112,113,164,178
SOLtdz GA2Y 2F al dal OKdzaSidaQa /2YY2yeSItaK /|
federal ACA) concluded that immigrants continued to have less access to health sérvices.

Another study found thaapproximately 45% of noncitizen immagt women of reproductive
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age in theU.Swere uninsured, compared to 24% of naturalized immigrants, and 18% of U.S.
born women!!3 A 2016 report from the Guttmacher Instigifound that 34% of noncitizen
immigrant women of reproductive age in the U.S. were uninsdf&pecific to Washington

State, the Migration Policy Institute estimates that 46% of individuals who are undocumented
are uninsured%In addition, mmigrants are less likely to be employed in jobs that provide
health insurancé? For example, while 68% of individuals who are undocumented in
Washington are employed, most (22%) are employed in the agricultural sé€étor.

RACE/ETHNICITA adosssectional analysis of 2000 010 Medical Expenditure Plan Survey
data of women aged 40 years and older found insurance to be among the four most important
factors leading to breast cancer screeningquitiesbetween Hispanics angon-Hispanic

whites.'®> Furthermore an analysis of 2006 t8010 National Survey of Family Growdta for

2,168 females aged 14 years found thahavinginsurance significantly increased the odds of
HPWaccination for Hispanic§®

SEStack of health insurance has been wilcumented as a key barrier to accessing
reproductivehealthcarefor individuals of low socioeconomic statéfs4112143,145,148,149,16971 Ay
estimated 40% ofvomen withlow-incomes of reproductive age lacked health insurani€én
analysis of the 2008 Michigan Special Cancer Behavioral Risk Factor Survey with women aged
40 or older about cancer screening found that having no health insurance reduced the
likelihood of having a mammogram by 73% and was one of the primary bauaiers
mammography screenintj?

2.Cost of care

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults e health [l Identity Orientation
35,38,50,57 71,179 1,87,90,161,182,189 1
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98 105,107,108,110,127 125,128 EthnICIty 27,32,74,112,114,14 153,172,187,188
114,163,164,178,184 35.165,166,185,186 ,145,147,149,170,17|

The cost otare (including clinical visits, proceduraad co-pays)is often cited as a barri¢o

care, and when cost is eliminated the barrier is also eliminat&él>’While rates of health
insurance coverage have increased since the passage of the ACA, studies have found that cost
of care remained a barrier even for women with public or private health insurance
coverage?’1’9A 2016 report to Congress by the U.S. Agency for Healthcare Research and
Quality concluded that 70% of care affordability measures have not changed since 2010 and
inequities in care persist for low socioeconomic and uninsurguufagions in alhealthcare

priority areast’® In addition, federal exclusions of coverage for infertility treatment under the
ACA and the Hyde Amendmenmthich prohibits the use of federalnds for abortion services

and requireghat health plans receiving federal money keep funds separate from any funds
used for abortion servicesmake the cost of thesserviceunattainable for many
populations!12114
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BEHAVIORAL HEALRésults from the national 2013 Health Reform Monitoring Survey found
that 50.8% of adults with mental healttoncerngeported trouble aférdinghealthcare

regardless of insurance stati€.The survey found that 29.8% of uninsured adults with physical
or mental health issues and 29.9% with health insurance reported difficulty accessirig®care.
Similarly, 80% of unsured adults with physical or mental health issues and 60% with health
insurance reported difficulty affording caté? Adults with health issues that also had low
socioeconomictatus experienced more difficulties accessing care?

GENDER IDENTIT¢strelated hurdles often affect both sexual and gender minoritigis
barrier is particularly acute for the transgender population, which is much more likely to live in
povertyand less likely to have health insurance than the general populafi6®ne study

found the financial cost of care was the most commonly cited barrier to care among 256
transgender and gender nonconforming individuals pursuing or desiring to pursue gender
affirming care'®! According to 2015 U.S. Transgender Survey data, 32% of transgender
respondents in Washington State reported that in the previous year they did not see a doctor
when needed because they could not afford®tNational data indicate that transgender

people of color experience greater economic inequitiesn white transgender respondents

and the U.S. populatiogeneraly.®® Overall,surveyrespondents were more than twice as likely
as the U.S. population to be living in povedpdtransgenderpeople of color were more than
three times as likely as the U.S. population to be living in poverty.

IMMIGRATIONtmmigrants may lack the financial capital and resources to pay for seances
the cost of care, especially with restricted access to health insurance covépdge!os 110,112
114,163,164,178,184n \Washington State, the Migration Policy Institute estimates 8% of
individuals who are undocumented have a family income lbetw 200%of the FPL103

RACE/ETHNICITAN analysis of data from the Rhode Island Pregnhancy Risk Assessment
Monitoring System, found thatlispanic women were more likely to have delayed prenatal care
than their nonHispanic wite counterpartst® Results indicated that income appeared to have
the largest impact on disparities in prenatal care between-Hispanic whitevomen and
Hispanic women®® Similarly, studies have shown that incorsam important factorin
explaininginequitiesin cancer screenir§® and HPWaccination between Hispanic/Latinos and
non-Hispanic whited% Conversely, malysis of 200@010National Survey of Family Growth

data found AfricamAmeria@ans remained less likely to hawgtiated HPV vaccination than

whites after adjusting for socioeconomic covariates for both young women ag&8 §6ars

and 1924 yearst®

TheContraceptive CHOICE ProjgeHOICEIliminated the barriers of cost, service availdp,

and provider counseling practices as barrigrsccessing contraceptidor sexually active

teenagers 15-19 year olds3® Overall, CHOIGEduced inequities in unintended pregnancy

experienced by noispanic black teensFPNII A OA LI Y14 Q dzy AYGSYRSR LINE:
1,000, compared to the national averageraarly 150 per D003° Black teens went from being

2.5 times as likelto experience unintendednegnancy asvhite teensto equally as likely,

effectively eliminating the previous disparity due to raci¥m.

D2PSNY2NRa LYyGSNI ISyOe /2dzyOAft 2y 1 SkfGK 528aLdk NX i



In addition, 2009 analysis of 24 urban Indian health organizations (UIHO) nationwide found
that 10 @59 of responding organizains reported ouof-pocket costs (e.g., epays) as
barriers to care for children, women, or pregnant women at their ite.

SESCost of care is a barrier for women of low socioeconomic status to access reproductive

health serviceg!32.74.112,114,143,145,147,149,170.\jgrious researchers have found that the cost of
contraceptives/** HPV vaccinatiot,’ abortion,'*214%in vitro fertilization?? ART:**and prenatal
care'’°caused women to delay care or not seek care. A study with women presenting for

infertility treatment in San Francisco concluded that, "women with insufficiecdnme to pay

F2NJ ! we &aSNIBAOSA SELISNASYOS |y AyadaNX2dzyidl of S
barrier that separates those that are able to pay for standard of care treatment [versus] those

that must accept substandard or no care in many cas¥s."

The U.S. Agency for Healthcare Research and Quality report statedirifiome] people
experienced worse access to care compared with high income people for all access measures
except one'and "more than half of measures show that [lmcome] households have worse
care than higincome households!”! Further, the report concluded that "significant

disparities continue folow-income] people compared with highcome people who report

they were unable to get or were delayed in getting needed medical care due to financial or
insurance reasons:™

VIOLENCIEinancial cost of care acisa barrier to reproductivénealthcareand medical care
generally for victims and survivors of traffickifgand IPV3.172.188g traffickersand abusers
2FGSy SESNI S02y2YAO O2y i NP f-detéridvinatioh. YA G |y AYRA

3. Associated costs oare

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health 180,181 Identity Orientation 189191
50,51 71 161
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity 27,32,74,147 188

In addition to the direct cost of care, associated costs of care related to transportation, lost
wages, child card@ransportation, andravel expenses to and from servicegy limit acess to
care.?”:3274147n addition costs related to recovery or folleup practices may also add to the
financial cost of caré’ Although the ACA eliminated cesharing for reproductive health
services, routine vaccines, and STI screeffiagsociated costs of care continue to limit access
for those with low incomes and who lack financial support (edolescents and young adults
with children)>®
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GENDER IDENTIT¥ansgender angon-binaryindividuals may face additiohassociated

costs ofcare related to travel (e.g., to a competent provider), missed work, and other required
services (e.g., therapist visits, lab wot§).

GEOGRAPHYack of affordable traqortation poses an added barrier, particularly for people

with low-incomes,accessing distant health servic&ates are required to arrandesalthcare
transportation for Medicaiekligible pregnant individuals, a service whickeisned Non-

Emergency Medal Transportation (NEMT$2a SRA OF A RQA&
beneficiaries access care they otherwise would not have been able to receive by facilitating
travel to healthcare appointments both reliably and affordat¥While NEMT is a mandatory

federal Medicaid benefit, federal waivers allow states to limit its latdlity.8°

¢ KNE dz3 K

b 9 a ¢incontey ST A U

2 | AKAY 3l 2y Qaernity/ShpRoit Sdrviceadrkers halRiaiNaidY >
eligible pregnant women arrange transportatidgince the implementation of the First Steps
program in 1989, Washington women's prenatal care and birth outcomes have impti\ad
2016,graduate students at the University of Washington completed a mixed methods survey of
healthcareorganizations (N=11) in Chelan, DouglagnGrand Okanogan Counties regarding
transportation tohealthcareappointments!®? Results from 16 interviewed participants found
that NEMT service scheduling poses an added burden for patients and clinicians due to an

inability to receive consistent information regarding the availability of qudlifications for

services®! Furthermore, participants shared that a NEMT ride must be schedule two days in

advance'® which may not meet patienf®@merging needs.

VIOLENCHE report to the U.S Department ofusticeidentified transportationcostsas a

barrier for AI/AN survivors and victims of sexual assault, particularly if necessary services (e.g.,
abortion, rape kits) were not covered by insurance or provideldedlIndian Health Services

(IH9 or tribal clinics8

4. Nonmedical expenses and debts

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg health Identity Orientation
71
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
ek Ethnicity i

'Y AYRA @A R dzortntedical 2xgéndes avid detiisQiraésoyirces available to pay for

reproductivehealthcareservicesand associated costs of care.

IMMIGRATIONA study examining health status ahdalthcareaccess of DACA recipients

found that individuals delayed seeking care due to competing financial priorities, including the

cost of rent, food, and tuitioR%*
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SESSurvey results from women participatingy’ 2 I A KAy 3G2y {4l diSQa ¢! Y9
found that nornmedical debts and the cost of other bills and basic necessities were a barrier for
women to pay for health insurance and the cost of cdfe.

5. Underfunding

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation 194197
Homelessneg Immigration | Incarceration| Military Race/ SES Violence
121,198 Ethnicity
186,199201

Issues of underfundingmaylih & K S| £ G K & éfférihs fdlispectiud of t A G & (G 2
reproductive health services; sufficiently staff facilities; provide quality training opportunities;

offer extended hourspr extend insuranceoveragehereby limiting access to needed
servicesl_21,194,197199

GEOGRAPHFinanciatonstraintshave contributed to closures of rural family planning clinics

and consequently reduced access to family planning services, STI testing, and cancer
screenings?+197 National data show that 9% of rural counties experienced the loss of obstetric
servicedor the duration of 2004 to 201due tofinancial challengethat contributed to
closurest®*Medicaid hasan importantrole in financing 45%f all U.S. births, and 51% of rural

births 1951%6Medicaid reimbursement rates for pregnaniegalthcareservices (e.g., prenatal

care, delivery, labor, angostpartum care) are lower than rates paid by other commercial

carriers. These disparate reimbursement rates contribute to financial problems in rural

hospitals where obstetric care is dominated by Medic&fdClosure of obstetric units is
F3a20AF0SR 6AGK FlLOATtAGASAQ figodoielvehigh Ay O2 dzy
adzaasSada GKFG F 20Kt LRLMAFIA2YyQa 2O0SNFft TFA
continue providing obstetric servicé¥’

INCARCERATIOREsearch with four correctional facilities found that some services, such as
contraceptionare not routinely available due to coktt Some facilities have developed creative
programs using Title X funding or partnerships with local health jurisdictions or academic
institutions to provide family planning servic&3 However, the American College of

Obstetricians and Gynecologists (ACOG) has noted that correctional facilities often lack funding
to providehealth services since Medicaid funding cannot be used to provide care to adults or
adolescents in secure confineme!itin Washington StateMedicaid coverage is suspended

while individuals are incarcerated, and suspended coverage only provides reimbursement for
hospitalizations longer than 24 hout¥

RACE/ETHNICITKhe IHS is a federal agency that providealthcareto 2.3 million AlI/AN
people (approximately 60% of the populatiofijin 2017, an estimated 26.3%f Al/ANpeople
living in Washingtomad accessat IHS2? The provision of health services to members of
federallyrecognized Tribes is based on the governmiagovernment relationship between
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the federal government and Tribal Nations, estsiséd in the U.S. Constitution (Article 1,
Section 8) and grounded in treatidaws, and SCOTUE&cisions’°! However, evidence
AYRAOIFGSa GKIFG LI{ NBYFIAYA daaArAayAFAOLyGf e
YSSRSR (G2 | RSljdzr GStf & OPMBiscd &aNFY) 2057, IHS récain®y/ 35 a
billion in budget appropriations, and its per capita expenditure was $3,851, significantly less
than the US. Natnal Health Expenditure of $10,348 per persor2016°° Similarly the 2009
analysidJIHOsationwide found that 70% of responding organizations (N=16) reported
shortages of resources/funding for providing maternal, infant, and child health se#fdes.

the face of limited federal funding, tribes and urban Indian health clinics in Washington State
have 58Sy 62NJ Ay3a F2NN¥Iffe& T2 NstaedddbardtionRri@l RS
RStAGSNE 2F K&t GK OFNBE aSNIAOSa dé
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STRUCTURAL BARRIERS
6. Health facility closureand mergers

Adolescents/| Olderadults | Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation 2
34
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity

Health facility closureand mergers reduce the availability of providers and services, often
increasing the tanceand time spent travelingp services’*204

GEOGRAPHXnN analysis of three hospital closuiesural areas of the U.$und closures
decreased thdevel of access to care for local rural residents and led to an outmigration of
healthcareprofessionalsexacerbating challenges in accessing specialty®are.

Increasing costs (e.g., medical services and contraceptive supplies) in the face of stagnant
funding or cuts often contribute to closures. In 2012, Washington had 16 agencies operating 73
Title X familyplanning clinic§Cynthia Harris, DOH, personal communication, August 2018).
From 2013 to 2017, three independent Title X family planning clinics closed@anid¢al

health jurisdictionstopped providing Title X family planning serviaesome or altheir
locations(Cynthia Harris, DQldersonal communication, August 2018).

7. Distance tcservices, tavel time & tansportation

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg 6063205 health DESTLERLEER Identity Orientation SR
49-51 161
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98 107,108,110,111,16 123,125,126 Ethnicity 27,32,149,170,213 157,174187
188,212
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Distance to service¥);03123.157,161,163,181,188,205. 2% tended travel time§#157.174,188,212214nd

limited transportation option&®75:107,108,110,111,125,157,160,174,180.2¢> ¢, bus and ferry routes,
schedules) pose significant challenges to accessing reproductive health services for those who
lack or have limited access to arpenal vehicleFor examplea study in Wisconsin found an
association between long driving times to mammography facilities and lower mammography
frequency?°®In particular family planning clinic closures often resulted in increased distances
and travel times to services, which reduced access to reproductive health services. Studies
found that women whose closest clinic had shut down traveled four times the distance to
obtainan abortion, as compared to women whose closest clinic remained #émaddition,

this greater distance was nearly three times the average distance (i.e., 30 miles) according to a
2008 national surve$?®In Washington, closures in Okanogan County have caused patients to
travel35Y A f Sa (2 ¢ ¢ FanilyPanning@Q@inte® hy S

DISABILITDistance to servicé8!and availability of accessible transportati®h®°18also pose
challenges for individuals with disabilities, particularly those with mobility impairments and for
whom fatigue is a major limitation in daily activiti&8 Even ifavailable public transitmay not

be accessible to people with visual dod physical impairmentsyhich may requirghese

patients to schedule ahead of time for accessible transportatioto oely on a family

memberl60

GENDER IDENTITYavelrelated challenges become a barrier to access for transgender and
gender nonconforming people when appropriate services andénpetent providers are not
available locally®*

GEOGRAPHTYravel and transportation barriers disproportionately affect those living in rural
areas where long travel distances and times amitéid public transportation options are
common.In particular, ¢der adults in rural communities experience long travel distances to
serviceg0,63.205

Nationally, rural closures have increased the travaktiand distance to obstetric hospitals.

Over half of rural women (189 years of age), compared to 7% of urban women, must travel
more than thirty minutes to access the closest obstetric provid&urthermore, fewer than

half of women in rural areas of the U.S. live within an@iute drive of a hepital with perinatal
services while87.6% of women in rural areasd within a 6@minute drive of a hospital with
perinatal serviced*?14In 2010, 19.4% of women in Washington State lived in an area with
longer than a 3@nminute drive to the nearest hospital providing maternity and nursery care, and
5.5% lived in an area with longer than am@ihute drive to these serviced.

Greater travel time can increase the risk of intrapartum complications for women rushing to the
hospital for preterm labor deliver3*® Also, women in rural areas have to travel farther than
women in urban areas to reach a hospital offering perinagiaé cespecially one offering higher
acuity neonatal care servicésRural women therefore may face significant geographic barriers
to receiving prenatal, delivery, and postpartum pregnacaseservices’!!
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IMMIGRATIONT ransportation tchealthcareis a barrier for immigrants, regardless of
immigration statust?7108.110.119n gddition, a qualitative assessment with recent Somali
immigrants found cultural limitations that further restricted w@ry Q& oA f Ad & (2
(i.e., women must be accompanied by a manyl limited their mobility to access prenatal and
postpartum carel® Distance to clinics providing reproductive health servicesalssa barrier

for male immigrants in rural comunities in the Pacific Northwe&¢®

MILITARYDue to limited provider and service availability, women in the military often found it
necessary to travel ofbase to receive reproductive health serviéés'?6Transportation was a

barrier for women in the military who had to travel dffise to receive cark® During

deployment, women had limited mobility to travel offase to receive care due to deployment
setting (e.g. being on ship), unsafe conditions, or combat operat®ise Departmenof

Veterans Affairs found that 72% of women who use the VA do not use the nearest VA facility
(due to provider and service availability), and that driving distance to access care was one of the
nine main barriers female Veterans experience in accessdthcare'?3

RACE/ETHNICITA/AN people who reside in rural areas on tribal landsoften musttravel
great distances to obtain medical cdf®:2'?Key informants shared that those who follow
traditional seasonal migration patterns face additional challengesssaog reproductive care.
Moreover, key informants reported instances of local providers refusing to treat AI/AN
pregnant individuals who initiate prenatal care late or are deemed high risk (e.g., diabetes,
mental/behavioral healttconcerns substance useisorders). In such cases, individuals must
choose whether or not to travehr distances to receive care.

VIOLENCHn patrticular, individuals being trafficked and experiencing IPV often have severely
limited access to transportation due to the closelytrolled nature of their
circumstanced’/4187|ong distances alfor travel times and limited availability of public
transportation to services represent a significant barrier to those being traffi¢ckaddthose
experiencing more frequent and severe IPW.ack of public transportation in rural areas is
further exacerbated for IPV victims whose partner may control access to a vehicle or track
when they leave or where they @&’ For example, one study found that travel distances
greater than 20 miles negatively affected patient use of free mammogram sefeice®men
experiencing IPNP’

8. Work, school, or childcare limitations

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography

Young Adultg health Identity Orientation

Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98,99 107,108,110,113,16] 123,125129,216 Ethnicity 27,32,146,147,170,21 187

Challengeselated towork, school, and childcareften actas barriers taccessing reproductive
healthcare For examplenflexible work schedules, limited time off work, time spent looking for
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work (ifunder- or unemployed), or the need tbring children to medical appointments find
alternative childcarenay pose significarbarriers to accessg reproductivenealthcare!63.215
These challengeare particularly pertinent for lovwage workerd’32:146.147.170.213nd those who
have limited control over their work conditiorf8/1®:110,113,123,12829,163,187,216

MILITARYMany researchers noted that working conditions for women in the military created a
number of barriers to accessing reproductivealthcare including work schedulgg®129.216

long work shiftsiZ2frequent travel*?limited time before deployment?’ lack of annual
leavel?®12’varying ability © use annual leav®>'?6and childcare?® For example, one study
found that women of higher rank were able to leave work to receive reproductive health
services without requesting time off, whereas lower ranked women had to request time off
through their chairof command before seeking servic&126Another study found that the
amount of time required to get approved for care through military processes was a barrier that
prevented or delged women from seeking reproductive health servit®s.

TRAFFICKIN@®ictims of sex and laboréfficking may be barred by traffickers from accessing

health servicesor may have severely limited access due to daily financial quotas or inflexible
forced labort8”

9. Lack of medical home

Adolescents/| Olderadults | Behavioral Disability Gender Sexal Geography
Young Adultg health Identity Orientation
87,88,1® 89,159
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98 184,218 115,117,118,121 127,128,216 Ethnicity 169 187

Evidence shows that lack of a medical haong@rimary care provideserves as a barrier to
reproductivehealthcare For example, an analysis of the 2008 Michigan Special Cancer
Behavioral Risk Factor Survey with women aged 40 or older about cancer screening found that
having no usual source of care reduced the likelihobeoeiving a mammogram by 54%, and
having nohealthcareprovider reduced the likelihood of receiving a mammogram by §8%.
Patients with a usual source of care experience better health outcomes, fewer health
inequities, lowerhealth costs, and better use of preventive health services.

HOMELESSNE$&&gmented care is a large barrier to accessing reprodulctaéhcarefor
women experiencing homelessne$dA study with 205 women experiencing homelessness in
Boston found that women lacked a medical home, visited multiple clinics to receive care, or
sought care only in emergency rooffs.

IMMIGRATIONDue to federal and state policies restricting DACA recipients from accessing
health insuraige coverage and care, many DA@éipients lack a consistent medical home or
primary care providet®* As a result, they are less likely to receive preventive screening and
consistent access to contraceptié#f.Detaineedn facilities operated by ICHso face
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discontinuity of care. A study of women detainees in three detention centers ibJiSéound
GSNBE AyO2YLX SGS
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another facility or were releasett?

INCARCERATIORNactured care, especially between prison and community health systems, is

NBE O2 NR &

also a barrier foovomenwho are incarceratetb access consistent and appropriate
reproductive health service's>117.118.12]additionally, &ck of care continuity iabarrier to
accesing contraceptiont'®for pregnantindividualswho are incarceratedelivering at local
hospitalst!” and for individuals upon releageom incarcerationt>118In addition, women in
jails may not receive approate follow-up care because of short durations in facilities or
unknown release dates812?

MILITARYInconsistent or fractured care serves as a barrier for women imtitieary to access
reproductive health service's/128216 For example, one study found that lack of coordination

between civilian and military prviders made it difficult for women to get the care they needed,
to continue receiving adequate reproductive health services, or to access their existing form of

contraception once deployetf’

10. Limited language access dadk of culturally and linguistically
appropriate services

112,163,164,178,184
218

112,146,168,185,219
221

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation RS
43
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
3,106,107,109 Ethnicity 32,112,146,217 153,174,188

Limited English proficiency, limited access to or lack of interpretation services, lack of translated
materials and information in preferred or primary language, and lack of access to culturally
appropriate care and services are barriers to accessingdegtive health services for many
populations3:106.107,10412,163,164,178,184.21fy trn, multiple organizations and researchers state

that improving patient access to reproductitiealthcareli K N2 dz3 K
appropriate care can better meet the needs of individuals and commuriffe3?

IMMIGRATIONThe Migration Policy Institute estimates that 37% of individuals who are
undocumented in Washington State speak Englislt wellé or énot at all€193 A study with
male immigrants in rural communities in the Pacific Northwest found that male interpreters

and bilingual providers SNB vy 2 (i

2FT0Sy
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gKAOK

healthcare reduced their sense of privaeyd confidentiality, and degraded their relationship
with and trust of providers®3 Anotherstudy found that Somali men were excluded from
prenatal education classes, rather than provided separate, cultuaglbropriate options to

learn about and support their partners through prenatal care, labor, and Bifth.

D2 #SNY 2 NDaA

LYGdSNF 3Syoe

| 2 dzy OA ¢

2y

LINE A RSNBQ dza §

I SIFf 0K 53K &LJ NR



VIOLENCE report from Amnesty International identified lack of training to provide culturally
appropriate care fowictims andsurvivors of sexual violence as a barrier to treatmet.
Limitedlanguageaccessesourcescan alsact as a barrier to identifying trafficking and IPV
victims and providing necessary reproduetivealth services in a clinical settitig:}’4188or
example, traffickers and abusers may accompany patients to health appointments under the
guise of language support to ensure victims are unable to communicate accurate reproductive
health information to the providet/* Moreover, providers manot be able to identify victims
without the assistance of culturallgsponsiveh y i SNLINB G SNE (2 I Ay

0KS LI

11. Service availability & providewailability

Adolescents
35,36,40,4346,50

Older adults
62,205

Behavioral

health
69,222

Disability

Gender

Identity
1,81,82,85,86,161,22]

Sexual

Orientation
1,81,82,85,86,161,221

Geography

91,94,95,22433

Homelessnes
99

Immigration
107,110,163,178,21{

Incarceration
116-118,234,235

Military

123,126,128,129,21

Race/

SES

145,170,237

Violence
157,174,188

Ethnicity
186,212,236

Limited serviceavailability62:145.170.186.205.22227 nrgyider availability’!-94:186:205.226.228.228 |ack of
trained providerd®117418esults in the provision of adequate and inconsistent reproductive
healthcarefor multiple populations®®26.4346.50These barriers may be exacerbated in rural
areas®’ and Tribal nation$8 which often have significantly fewer primary care pians and
obstetrics/gynecology specialists and experience high staff turnt§étealthy People 2020
Y20SR (KIG aFdzidzNBE STF2NIA wid2 AYLINRGSS
primary care workforce that is better geograpally distributed and trained to provide
Odzf GdzNF £ f& O2YLISGSyd 3FINSE 2 RAODSNES

F O0Saa
LJ2 LJdzf | G A

As obstetricians and gynecologists receive the highest proportion of their revenue from
Medicaid and private insurance carriers, both of which are often linked to Medprdrees

and reimbursement formula®&2low reimbursement rates adversely affect practice
patterns?5228.23%provider awilability has also been negatively affected by increasing risks of
malpractice litigation and rising costs of medical insurance premfidslpractice suits are
extremely common. According to a national malpractice survey conducted in 2017 with 4,137
obstetricians and gynecologists, 85% of respondents had been named in a EdAttEr a
lawsuit, 4% of bstetricians and gynecologists reported changing their insurer and 8% left their
practice setting?®2 There is concern that professional liability challenyage
disproportionatelyimpactedaccess to obstetricians in mirareas?3+233

ADOLESCENTR&diatricians are the main source or large source of care for adolescents ages
14 years or younger and remain a large source of care for teens older than 14 years who see a
provider regularly’® Yet, the quality and comprehensiveness of reproductive services provided
varies substantially, with most pediatricians not providing the full range of ap@ie

services’® Additionally, adolescents seeking emergency contraception from a pharmacy
experience barriers to acce$s?*These barriers include misinformatigpharmacy personnel
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giving inaccurate medical information about emergency contraception and misinformation
about age requirements), emergency contraception not being readily available, and outright
denial of access due to aggespiteWashington Stat@rotections foradolescents344

BEHAVIORAL HEAL DHie study noted'fewer than 20% of substace use disorder treatment

facilities nationally provide specialized care for pregnant or postpartum women, and estimates

2T dzyYSG ySSR FT2N) adzoadlyOS dzaS RA&AZ2RRSNI GNBI
whichsuggessthat women have limited access to pregnarspecific treatment services.

Surveys completed with Zlwomen and men receiving substance use treatment at clinics in
Baltimore, Marylangfound that 25% of women surveyed and 33% of men reported difficulty
accessing family planning services in the past three y&ars.

GENDER IDENTI'EMack of competent providers willing to care for transgender and gender
nonconforming patientss a barrier!®' Key informants shared thatansgenderindividuals
pursuinggenderaffirming surgeries (e.g., chest reconstruction) experience difficulty finding
providers in WashingtoStatewho accept Apple Health reimbursement rat&oreover, they
noted transgender clientsave sought providers in neighboring statkse to limited availability
in Washington StateAccording to the Health Care Author{tiCA) the availability of trans
competent provides varies by surgical procedure. For exdenthere is only one provider in
Washington State contracted with Medicaid to conduct full bottom surgeHESA( personal
communication, August 2018). Limited provider availability can reduce timely access for
procedures (e.g.,-Bhonth to 2yearlongwaitlists).

GEOGRAPH3urvey results from 1,615 administrators of publicly fund$& health centers

that offered family planning showed that centers serving more rural areas had a lower chance

of providinglong-acting reversible contraceptivdsAR(, includingintrauterine deviceslUD9

and implants as compared to those that served more urban ai®&r example, a

retrospective cohort study of national data (20@813) found women delivering at urban

teaching hospitals wer20 timesaslikely to receive LARC devicésSimilarly, a 2010 study

F2dzy R 2yt e wpr 27F 2 aKAy 36t driveof ART LJ2 LJdzt | G A 2
centers?%suggesting thageographical unavailability of male reproductivealth specialists

may alsampede access to care.

Surveys conducted by the Washington Academy of Family Medicine with rural members in
20032004 found a decrease in the proportion of family physicians practatstetrics(52% to
44% over 18nonths)?33 In addition, hequitable distribution of specialty care (e.g., in vitro
fertilization [IVF] clinics) can also limit access withiral communities?'?2°Table 2shows that
there are fewer physicians providing reproductive health services in aveals of Washington
Statecompared to urban area® Nationally, there is aignificant geographic imbalance in the
supply ofobstetricians and gynecologis@nd the national demand for services is expected to
increase by 6% in the next decatfdVashington, Arizona, Utah, and Idaho are particularly
vulnerable to this growing workforce imbalance as they already lack a sufficient supply of
obstetricians and gynecologist® Furthermore resident graduates tend to move tohgn

cities and countie&} which offer more specialty care and larger hospital settifiys.
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Table 2.Number of physicians (by type) per 1000,000 people in urban and rural areas of
WashingtonState®®

Physician type Urban Rural
Primary care 87.3 57.1
Family medicine 44.0 39.8
General Internal medicine | 28.3 11.4
Obstetricsgynecology 12.8 7.0

HOMELESSNE&&depth interviews with 22 women with children experiencing homelessness
in San Francisco, Californiaund that lack of reproductivlealthcareand access to
contraception onsite at shelters was a barrier to receiving céte.

IMMIGRATIONA report from the National Family Planning and Reproductive Health
Association found that provider shortages were a arfor immigrants to accedsealthcarein

some areas’® A study of female detainees in three immigration detention centers inldt#

found that some detainees had indirect access to health clinics or that access was restricted by
GAFGSTSSLISNEZE yIYSte aSOdaNA e LIS NdBsgwhgndf o K?2
situation is an emergency or warrants medical attent{éfiThe reyuirement to go through a
gatekeeper to seek care may result in retaliation or mistreatment of women seeking care,
delays in access to or denial of services, and worsening health conditfgkdditionally,

immigrants may not have access to providers that understand their culture, language, or unique
health situations'?”:110.163.178\/ork with Somali immigrants in Minnesota found thdtaak of
providers who understood Somali culture and health needs, especially around female genital
cutting, prevented immigrants from seeking cate.

INCARCERATIOAInumber of nationwide surveys have been conducted with administrators
and staff at state correctional facilities to determine how reproductiealthcareis provided to
women who are incarceratedn 2011, ACOG found that 38 states did not have adequate
policies requiring prenatal care, 41 states did not require prenatal nutrition counseling or
provide appropriate nutrition during pregnancy, aAfl states did not offer HIV testing for
pregnant womerwho were incarcerated'® ACOG also noted that facilities lacked
opportunities for health education, preventive care, and worsgecific health service'd?
Similarly, in a 2009 survey of@8orrectionahealthcareproviders, 71% of respondents said
they asked about contraception at some point during incarceration, and 70% stated they
offered contraception counseling (although 57% of these counseling sessions were at the
request of the patiat).23* Despite high levels of counseling, only 38% of respondents reported
providing women with contraception, and 55% of respondents said that women were not
allowed to continue a method of contraception they had been gginor to incarceration while
they were incarcerated®® The authors found that counseling was significantly associated with
type of facility (p;Aa ®n n m 09E% af pravidersdrom juvenile facilities, 82% of respondents
from state prisons, and 64% dfdse from city ou© 2 dzy (i &ep@tihnghcbuaseling?® Lastly,
surveys with wardens at 19 state correctional facilities found that many facilities lacked
equipment (e.g., fetal monitors), making it difficult for state prisons to provide necessary
monitoring for highrisk pregnancie$!’
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MILITARYStudies have shown alackfA t A G NB LINPJARSNA GNI} AYySR (2
reproductive health services (e,@bortion) 2% a lack of female provideré?and a lack of

women-only healthcaresettings available to women in the military and to Veteratdn

general, women in the military also have inadequate access to contraception and cofAtfoms.

However, access to contragtion options and supplies are even more inconsistent and limited

during deployment?12° A 2013 survey with 281 women in the military who Huean recently

deployed found that 33% were unable to access the contraception method of their choice while
deployed!?” ACOGound women, depending on wheréhey are deployed, may not have access

to birth control pills or vaginal rings (due to climatic conditions) as contraceptive ogfidns.

¢KS 5SLINIYSYd 2F £SUGSNIya ! T ickooiNbnae whdddNR S NE
not use the VAacility closesttothemtrale SR FI NI KSNJ 6 SOl dzi SvicdgKk S& FSt
L ySSR I NB %BmRelunatcgptabilitylofdnte§rabet] care and gender insensitivity

were two main barriers to accessihgalthcare'?? Forty-seven percenof female Veterans

reported a preference for care provided in a womenly setting, 57% of female Veterans who

had experienced military sexual trauma preferred care in a woomrdyg setting, and 65% of

female Veterans preferred a femabeovider!?® Despite these high percentages, the

Department of Veterans Affairs also found a possible shortage of female@prevand women

specific caré2®In addition, a survey of 281 women in the military who had been recently

deployed found thatvomen had limited access to a providerhmalthcareoverall1?’

RACE/ETHNICITA 2009 nationwide survey of UIHOs assessingrtaernal, infant, and child
health services available to urban Al/AN people found that 48% of surveyed sites reported
shortages of providers or servicE8Site representatives, clients, and providers all referenced
the unmet need for obstetriciagynecologistd®® Some sitemoted the difficulty of recruiting
providers (e.g., lack of eligibility for Public Health Service and loan repayment incettives).

SESA 2011summary of literature related to abortion access among women of low
socioeconomic status found that 87% of counties inlth8 lacked any facilities that could
provide an abortiort#> Additional state licensingequirements for facilities and/or providers to
perform abortions and limited malpractice insurance coveragdHoseperforming abortiors
further reduced access to caté These requirements disproportionately impacted provider
availability at federalhgualified health centers and other safetet providers, which
predominately serve lovincome individuals and people of cofts?.

12.Limited services due to health systemedtives

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Aduls health Identity Orientation 238241
49
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
115,117,121,234 125130216 Ethnicity 32 242
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Health system directives that prohibit or limit the provision of reproductive health services
(e.g., refusal to dispense contraception or perform abortion) serve as barriers to patients
accessing the futhnge of service’!>117.12L127.23hjrectives that limit reproductive optits

indude religious directive®.240.242 mijlitary cuture and protocolst?’ and correctional facility
policiestt>117.121.23¢0r example, The Ethical and Religious Directives for Calttedith Care
Services govern clinicians in Catholic faciliaesl preventstaff from providing common
reproductiveservices related to contraceptigsterilization, abortionand other assistive
reproductive treatment$3® ACOG statethat corscientious refusals or objections to provide
requested services have the potentialitoposereligious or moral beliefs on a patient who may
not share these belief&? Moreover, such refusaimaydisproportionately impact individuals
who already experienciimited access to resourcesd serviced*? See discussion of Proposed
Rule: Potecting Statutory Conscience Rights in Health Care Notice of Proposed Rulemaking, RIN
0945ZA03 on pagelifor more information on how proposed.S.HHS rule changes may affect
access to reproductive healthcare services for marginalized populations.

GEM@RAPHYIN Washington State, the number of Catholic hospitals has increased in response
to mergers with mn-Catholic hospitalsApproximately40% ofii K S ahospitial ®eg are in
Catholic hospitald* The rapid expansion of Cathekfiliated hospitals in Washington may

limit access to some family planning services such as abortion, tubal ligation, sterilization, and
fertility treatments.

Some regions, particularly rural areas, lack-neligiously affiliatechealthcarealternatives.For
example San Juan County has contracted with Peace Health to provide health services. As such,
the hospital is limited in its ability to provide abortigpecific information and service4? This

adds an additional barrieito accessing the full range of reproductive health services for
residents who already face obstacles to care (e.g., transportation costs of traveling on and off
the island for care)

INCARCERATIOGrrectionahealth systems often prioritize security over health (e.g.,
shackling during pregnanc¥’, limit the time women who are incarcerateldave in medical
appointments?34and limitanA Y RA @A R dith thk@ grotektiveheflth dcons (e.g., not
permitting nutrition, work schedulesleeping, or otheaccommodations during
pregnancy):'>17In addition, some facilities have policies that systematically delay necessary
care!'> For example, some facilities require women to pay-ofipocket and ugfront for costs
associated with medicalare, transportation, or staff time to accompany them to medical
appointments!'® Other facilities require women to obtain a court order from a judge to
authorize release for treatment in community settings (e.g., specialist or abortion €are).

MILITARYa A £ AGF NB Odzf GdzNBE STFFSOUAGSE & NBAGNAROGA g2
through military abortion laws and decisio#t8;126.12830|ack of counseling or denial of

preferred contraceptiort?®>'?’reporting through the chain of commarid;127.216

criminalization of sexual activif®12’and experience of military sexual traurf:126.128.129.216

The Department of Veterans Affairs notes that, for women who have experienced military

sexual trauma, "given the historically maleminated culture and patient base in VA facilities,
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women who already had misgivings about seeking care may be even maitartievhen faced
GAGK OoFNNASNAR 2F 020K YSyillt K& t4GK adAayr |y

13. Serviceprocedure equireaments or medicallyunnecessary practices
or procedures

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health 3 Identity Orientation
34,38 88,161,243,24462 223
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
99 218 121 Ethnicity 27,143,145,147 187,245

Medicallyunnecessary practices or proceduiesy.,mandatingwait timesto receive an

abortion, requiring multiple appointments to start contraception or have an IUD placed, and
limiting the number of refillsreduceaccess to service’d:8.99.145.147.18ACOG found that

practices such as requiring a pelvic exam, counseling, or tdstil®J Irior to prescribing a
contraceptive or placingARC deviceseate unnecessary barriers to caféUse of such

medically unnecessary practices may require patients to overcome other economic, structural,
and cial barriers to access serviéé¥’whichmay result in patients either delaying or

foregoing care.

GENDER IDENTIT™any providers lack the necessary knowledge to provide apjatggcare
to their LGBTQIA patients, which can result in patients undergoing medically unnecessary
practices or procedures (e.g., physicals, testing) or forced®afeNot only can unnecessary
procedures waste patien€ime and money, key informants shared that unnecessary exams

transgender patients NB 2 F0Sy Y20A QISR 60& | LINRPJARSNDa (
genital checks or breast exams or détdiquestions about genitalia can cross the line into
sexual harassm, especially when thereismpl Ny Ay 3 2NJ I NBljdzSaid F2NJ O

(Tobi HilMeyer, Health Equity Director, Gay City, personal communication, August 2018).

In a qualitative wdy, transgender and gender nonconforming participants shared that
GNBIjdZANBYSyda 2F aLlSI{Ay3a G2 yR 3ASGadAy3a tSad
unreasonable and unnecessarf* Similarly, transgender and gender nonconforming

individuals perceived requirements of a diagnosis (&gnder Identity Dysphoria) to access

care as an unnecessary barrtét.

Transgender angender nonconforming individuals often face barriers in the form of

procedure guidelines and requirements. For example, the World Professional Association for
Transgender Health (WPATH) suggests in its Standards of Care (SOC) that patients obtain one
referral from a mental health professional for hormone therapy and top surgery and an
additional referral letter for bottom surgery from a clinician with at least a master's degree or

its equivalent in a clinical behavioral science field from an accrediteitlitsn.®8 11 Evidence
indicates tha mental health providers may act as gatekeepleysnot providing referral letters
without transgender people participating in extensive psychotherapy (e.g., 12 or more
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months)161243 v | RRAGA2Y > AGaRS&aLIAGS w{h/ 86 06SAy3a aSi dz
insurers use them as absolute requirements and will deny coverage if not established to the

f S{ 0 S NE-Meyet, 2i@ahh EquiytDirector, Gay City, personal commuioicafugust

2018)WPATH maintains standarttsensurereferring clinicians are capable of distinguishing

between coexisting mental health issues and gender dysph&ttdowever, key informants

shared that these recommendations are often useadexuirements and present a significant

barrier for transgender individuals in areas with limited access to tcamspetent providers.

WPATH also recommends clinicians evaluate readiness using real life experience, or "a

continuous period of living futime astheA SY RS NJ g KA OK 88Rof&reritiRBiga A TA Sa d
lack of evidence demonstrating an association between postsurgical outcomes and mastery of

any particular aspect of real life experierf&ey informants also shared that real life
eXJSNASYOS NBIdANBYSyGa 2F0Sy Llzi dGNIyadaSyRSNI
greater risk of experiencing violence

¢KS LYF2N)XYSR /2yaSyd FT2N) ! 00Saa G2 ¢Nlrya | SIf
presents an alternative approach to providing care for transgender petfpfel Hemoves

psychotherapy and/ogatekeeping requirement&'3 Instead, transgender patients decide
GKSGKSNI 6KSe NB NBIFRe F2NJ 3SYRSNJI O2yFTANNAY 3
Aa (2 aLINBaSyd NI ymatdSabdSisks, kite éffe@syherefitggdndt K Ay F 2
possible consequences for undergoing gender confirming care, and obtain informed consent
FNRY (K S®ThrdpyphiScgnsideéed an option rather than a requirement or prerequisite

to transhealthcare?*3 A community health center in Bostoklassachusetts, implemented a

modified informed consent model that removed unnecessary barriers to hormone therapy,

Ay Of dzZRAY 3 NBAGNROGA 2¥®. SJUULHBLIOSYF AHOn M2 aiNSS v & KSF SL
Model was inplemented, and the time of the data analysis in 2013, the number of active clients
AYONBIFASR FTNRY fSa# GKIY wnn (2 20SNI mInnndé

14. Policyimplementation and denial oésvicese.g., age of consent
long-actingreversiblecontraception)

Adolescents| Older adults| Behavioral Disability Gender Sexual Geography
AR s health Identity Orientation
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity 246

Evidencefrom the literature as well as information shared legy informants indicatethat the
existenceof a policyintended to increase accesd®es notitself guaranteeimprovedaccess.
Barriers may persishithe absence of strategies to properly implemearmew pdicy.246:247

ADOLESCENMashington State law allows, without parental consent or notification, minors
at any ageo access contraceptive and abortion servig@€\W 9.02.100andthose aged 14 or
over to accesSTI testing and treatmenRCW 70.24.1)0However, 29% alVashingtonmiddle
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and high schools require parental consenttloe school nurse or clinic to provideproductive
health serices and 29%equire consent for sexual reproductive heattferrals3’ In a review

of 49 studief pharmacies (28f which were completedh the US), up to 65% of the time
adolescents were denied access to emergency contraceptive pills despite regulations allowing
them acces$® Misinformation about sexual reproductive health and dispensing guidelines
resulted in some cases of incorrect derodbccessKey informants in Washington highlighted
anecdotal examples of front desk staff and pharmacists refusing adolesosrdss to

reproductive health services (e.g., appointments and contraceptives)

SESEvidence from state Medicaid agencthat were early adopters of policies to reimburse

for LARC insertion immediately after birth found that policy change alone was insufficient to
AYONBLIFaS 62YSyQa | O0S a #lmgeméntatoi sategieSBIPA OSa | YR
distributing education materials, establishing hospital/provider protoceisie necessarto

expand access to immediate postpartum LARC placeriefft’Key informants shared that

although?  a KAy 32y Qa a SRprdditarh ¢vedrhnmetlidftepostpBtlnt ( K 0

LARC?8as of November 2018 only twwspitals in Washington consistently provigecess to

immediate postpartum LARC. Therefokéedicaidpatientsdelivering at ehospitalthat does

not provide the service doot have access to.it

15. Assumed ateronormativity anatisnormativity

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation
55} 85,161 83,86
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity

Heteronormativity is defined as a set of societal norms, practices, and institutions that promote

binary alignment of biological sex, gendeentity, and gender roles; assume heterosexuality as

a fundamental and natural norm; and privilege monogamous, committed relationships and
reproductive sex above all other sexual practit®fAssumed heteronormativity acts as a

barrier to individuals accessing necessary selaalthcareas it cantributes to an unwelcoming
environment for LGBTQIA peopfe?®86.161additionally, cisnormative practices, which assume

'y AYRA@GARdzZ f Q&d ISYRSNI ARSYGAGE YIFIIGIOKSa (KSAN.
transgender and noiinary people®386

SEXUA ORIENTATIORAarticipants in a study conducted in Melbourne, Australia, identified
physician discomfort and stigmatizing language or assumptiofsdali | kdxualA Sy & Qa
experiences as common barriers to developing rapport and receiving appropriaté®dss¢hi
alidzRe gl a tfSaa 3IASYSNI t A laddour rBviel did rotirelu BT (1 2 Y Q&
specific researchCouncil stafivetted heteronormativity as a barrier to reproductitealthcare

with organizations that serve gender and sexually diverse pojpulsin Washington StateAll

agreed that heteronormativity serves as a structural barrier to care within the stiate to the
institutionalized nature of practice$-urther evidence suggest that heteronormativity can
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prevent individuals from disclosinpeir sexual orientation or gender identity to their provider,
GKAOK OlFY RSUNARYSyillftte FFFSOGa |y AYyRBAQGARdzZ f

GENDER IDENTITYansgenderad gender norconforming individuals face an additional

barrier when confronted with cisnormative practices, when front office staff or providers

FaadzyYS Iy AYRAGARIzZ f Qa 3ISYyRSNJI ARASysigmaticc YI 0 OKS
review identified the absence of gender neutral clinical practices as a barrier to exress
healthcareservices®

16.Forms angrocedures

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg health Identity Orientation
86,249
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity

Structural heteronormativity also faitdtes written miscommunication, resulting in patients
experiencingdifficulty completing forms to accurately communicate sex, gender, and relevant

sexual behaviors with their providét2°{ LISOAFTAOlI ff &> GKS 02YY2y OK?2
WT SY I forBvant apprapriate caréor transgender and noinary people® Participants in

onesdzZRe ARSYGATFASR OKIFffSy3aSa AghcliBghaviiRio (2 NBL
2LI0A2ya GKFG RSaAONROS (KSYX y2i0 (y2eAy3a Kz2g 0
balance providing accurate information with information that actyaescribes their

S E LIS NA&KgOrffoamaritsonfirmed that completing forms is a barrier to cdoe

transgender and notbinary peoplen manyhealthcaresettingsin Washington State.

The Gender Identity in U.S. Surveillance (GenlUSS) group, a@iseiftiinary ananulti-

institutional collaboratve, works to advance the development of sex and genedated

measures. GenlUSS recommends including measures-oégetted sexassignedat birth and

current gender identity to adult survey®D Sy L ! { { &Gl dSasx auSadAiy3a ak

NSy

Table 3.The TwaeStep Approach for asking about s@ssigned at birth and gender identity

1. Sex assigned at BirthWWhat sex were you assigned at birth, on your original birth
certificate?
1 Male
1 Female
2. Current Gender IdentityHow do you describe yourself? (Check one)
1 Male
1 Female
1 Transgender
1 Do not identify agemale, male, or transgender
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approachappears the most likely to have high sensitivity, as well as high specificity, with
I R dzB4¥iThedTéveStep approacliseeTable 3 may prevent unnecessary denials of care and
improve medical and insurance interactions for sexual and gender diverse clients.

17.Medicallyaccurate culturally appropriatecomprehensivesexual
health educatiorandpolicy implementation

Adolescents| Older adults | Behavioral Disability Gender Sexual Geography
34,37,38,44,4%,9,50, 58,60,6668 health 76,251 Identity Orientation 49,250
250
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
163 Ethnicity 153,156,174,252

Nationally the receipt of formal sexual health educatinrschoo$ has been steadily declining
for at least a decade, with the largest effects seen in-matropolitan areas both nationaH§°

and in Washingtorstate?® The prevalence and quality of sexual health education
varies3437:45.49.25n [thoughWashingtonState requires any sexual health educattanghtin

public schools to be medicaljccurate and comprehensive, the reality of its implementation is
varied3’ There is also need for sexual health education outside of formal school settings to

reach other populations demonstrating a need for sexual health information @dgr adults).
66-68

ADOLESCENTRceipt of sexual education decreases later in high school when teens are more
sexually activé’ According to a report by the Office of Superintendent of Public Instruction
(OSPI)just 19% of middle schools and 54% of high schiadl8ashington Stateaught all 16 of

the critical sexual health education topics laid out by @enters for Disease Control and
Prevention(CDG@.2” Additionally, 7% of schools report using curricula that do not meet the state
requirements and only 53% of schools had a curriculum consistent with 2005-O&M™
guidelines®” Just 20% of schooiis Washingtorreported teaching 10 or more hours of sex

health instruction and 20% reported either less than one hour or none at’@Lrthermore,

only 55% of schools gave teachers all the materialy theeded to teach sex edudan, less

than half of all teachers received professional development on sopiated to sex educatign

and 60%of teachers reported wantingiore professional development in all areas of sex
education®’

OLDER ADULTAIthough sex education efforts rarely focus on older agtfithis population
demonstrates a need for sexual health informatf1%8 Evidence indicates that a lack of
understanding about mammography screening procedures among women over age 65 has a
larger negative impact onsethan it does for younger womet¥.Additionally, some older

adults believe they do not need certain sexual health senfi¢esile others lack knowledge

about appropriate and available servic®$:a example, most dults 65 years and olderever
received formal education regarding HIV/AIDS when they were younger as they were well into
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adulthood when HY/AIDS was identified in humaasdwhenthe virus and its transmission
became understood’

DISABILITW general lack of knowledge about the intersection of disability and sexuality
amongthe healthcarecommunity’® as well as lack of evidence and consensus on effective
methods of sex education for adults witttellectual disabilitiedas resulted irgaps in
appropriate sexal healtheducation for adults with idabilities?>? In a review of studies, adults
with intellectual disabilitiesvere found to be more likely to lack information about sex than
those withoutintellectual disabilitiesdespiteexpressing a desire for such informatits.
Authors pointed to a lack of access to the same kinds of formal educgignthrough high
school sexual health educatioodmpared to thosavithout intellectual disabilitied®25! Positive
information about sexand training on sexuality is also lacking for caregivers of adults with
intellectual disabilitie$>?

VIOLENCHEack of comprehensive sexual health education that addresses healthy relationships
(e.g., negotiating reproductive decisionaking, identifying coercive behaviors), the full range

of contraceptive options, and harm reduction strategies seaga barrieto individuals
experiencing or at risk of experiencing 1#P#°6.252and trafficking!’#In particular, adolescents

may not recognize controlling behaviors in romantic relationships as abusive or coéfcive.

18. Clinic environment and conditions

Adolescents/| Older adults| Behavioral Disability Gerder Sexual Geography
Young Adults health IR A3 Y Identity Orientation
43,47,48,50 85 85
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
110,163,184 123 Ethnicity 146,149,253
188

Clinicenvironmentand conditionsan either positively or negatively influence patient access to
reproductive health service§actorghat impact access includeurs of operation (e.g.,

limited or extende),119:123.163.18%yait times'%3184delays in getting appointment$*188and

other environmental conditions (e.g., welcomirggfe, clean}??

DISABILITYtheAmericans wih Disability Act (ADA) passed in 1990 setting guidelines for
accessibility to places of public accommodation and commercial facilitie@sdiwviduals with
disabilities. Howevetack of accessibility of cliniég® and medical equipmenit 76,160,180

continue to pose significant barriers for people with disabilities, especially those with visual and
physical impairment$2° Challenges includdifficulty navigating clinic parking |38 and
buildingst®transferring to and from xamination tables? and difficulty standing to use

standard mammography equipmefit:16°
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19. Lack of formal provider training or medical education

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health TSN Identity Orientation 2D
36,43,46 71 1,81,82,85,86,161,2] 1,81,85,86,161,223|
3
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
108,110,111,184 121,234 126,128,131,216 Ethnicity 174,252

It is weltkdocumented that providers lack knowledge in providing culturapipropriate,
traumainformed, patientcentered care for some populations, especially those with specific or
uniquehealthcareneeds (e.g.individuals with disabilities, transgender individuals,
immigrants).1:30.75.76,81,82,85,86,161,184.223. 2 addition, ACO®undthat, in generalproviders

lack knowledge about the risks and benefits of contraceptives, which impacts their bility
counsel patientd#3 For examplein 2009 ACOG recommended LARC, includibgand the
singlerod implant I & I -lin@ @oktiddeitive option, noting the few contraindications and
adzA G oAt AG@ T ZdoweSeradbnalysis 6f Burveys colegfedi2d11from 587

YSRAOIfT RANBOG2NE I (AccessiCareandlyeatingdigrad shywed & t £ |y

that 43% of respndents either "Strongly Agree or Agree" thatDscan be inserted

immediately postpartunt>*Whereas, 44% of respondents "Strongly Disagree or Disagree" and
13% reported "No Opinion" when asked whether they agree that IUDs can be inserted
immediately postpartunt>* Authors concluded that providéri@ck ofunderstanding ofis well

as theirbeliefsabout LARC "ay lead to limited contraceptive choices for women and a greater
burden on patients and health care providers by unnecessarily requiring additional visits and
procedures.?*

GENDER IDENT/BEXUAL ORIENTATI@Ndzf G A LJX S F NI A Of Sa RA&0Odzaa
knowledge to provide appropriate care asignificant barrier to care for gender and sexually
diverse peoplé.81.82.:8586,161.22fn part, this igdue to thelacktraining provided in medical school
curricula regarding LGBIA health issues. A 2082010 survey of 132 medical schools (U.S. and
Canada) found the median reported time dedicated to teaching L@RBied content in the

entire medical schol curriculum was 5 hour&- Furthermore, 9 schools (6.§%eported 0 hours
during preclinical years, and 4¢hools(33.3% reported 0 hours duringlinical years!
Researcher® 2 y Ot dzRtBeRmediak repiorted time dedicated to LGBated topics in
20092010 was small acro$s.S] and Candian medical schools, but the quantity, content
covered, and perceived quality of instruction varied substantéifiyFor example, mdical
schoolsalsowere also asked to report the presence or absence of 16 {t&8B{Ed topics either
required or provided within the elective curriculum: sexual orientation, HIV, gender identity,
STlssafer sex, disorders of sex development/Intersex, barriers to oaeatal health issues,
LGBT adolescents, coming out, unhealthy relationsiif¥kubstance use, chronic disease risk,
genderaffirmingsurgery, body image, and transitioning. t®é¢ 132 institutions that completed
the questionnaire, 62.9% reported teachiat least half the 16 topics amly 8.3% reported

LJI

teaching all 161 Key informantsalsgy 2 G SR G KIF G0 A y-NBI ¥ & SR DEF 1GyDH £¢

not include transgender health topicA. subsequent analysis of medical education cites
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evidence that there remains a gap between information taught in health professional schools
and postgraduate training programs and the needs of transgender individualsdetafertility
and pregnancy?

IMMIGRATIONProviders often lack training around immigration laws, immigrant communities,
the specific health needs of immigrants, and how to prowddiurally sensitive and trauma
informed caret®*In addition, immigrants have noted that lack of provider training and medical
knowledge around female genital cutting and circumcision is a barrier to seekinég®&&!l!!
Studies with Somali immigrants in theS have found that woren who have experienced

female circumcision often receive improper care and treatment, especiafingl labor,

delivery, and pogtartum, from providers that are unfamiliar and lack training in female genital
cutting 11%11Somali immigrants have expressed a desire for providers to understand the
cultural reasons behind female genital cutting, as well as training in how to canefoen

who have experienced female genital cuttifg:'?

MILITARY{ 1 dzZRAS& y20SR GKFIG YAfAGFNE LINRPJARSNHE fI
reproductive health services (e,@bortion).126:216Furthermore, evidence indicates thabn-

military providers lack understanding about reproductive health risks associated witaryni

servicet?® understanding about the difficulty in hygienically managing menstruation during
deployment!?8and knowledge about contraceptive availability during deployniéht?8.216

Specific to male Veterans, one study found that military providers lack training on infertility
evaluation and treatment and on potential occupational exposures resulting in infet#ligor
example, data from male Veterans seeking infertility treatment initihhe South Florida
Veterans Affairfiealthcaresystemshowedthat a number of men with abnormal semen
analysis were not refrred for infertility diagnosiand that a number of men diagnosed with
infertility did not undergo semen analysis.

VIOLENCHResults from two U.®ased studies and one Canadian study indicate that the
majority of clinical providers did not feel confident in their ability to identify and assist victims
or survivors of domestic sex traffickitff.Evidence suggests that educational inteniens can
successfully increase knowledge and confidence in identifying and treating vsttiwigors

yet further research is necessary to identify evidebesed effective training model$?
Additionally, a review of IPV literature found alee 1 2 A Y ONBIF &S LINEP OARSNAQ
awareness of reproductive coercion to help identifyriak individual$>?

20. State and federal legal rulings or legislation

Adolescents| Older adults| Behavioral Disability Gender Sexual Geography
SRl RN health Identity Orientation
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
3,18,19,107,112,11,3 115,117,118,120,12] 125130 Ethnicity 19,32,74,112,114,14] 174,187,261,262
164,178,255 198,234,256258 188 ,145,149,259,260
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Federal and state legal rulings or legislation can either positively or negatively impact access to
reproductivehealthcare Legislation maympact cost of carand have economic consequences,
which may be especially burdensome for lawome individuald?74149Some federal and

legislation limits access tmntraception!*®abortion service!>45and AR3?14for all
populations.SeeTable lon page9 for additional information regarding federal and state

specific contextual factors that may impact access to reproductive health services in
Waslington State.

Federally, he only funding for family planning is through Title X of the Public Health Service Act
of 1970%° It provides funding and family planning services through safety net providers,
including federally qualified health centers, community health centers, and other community
organizations:>11?Title X funding often fi#lgaps in caréy providing care regardless of

insurance status, immigration status, or abiliypay 81°

Thefederal Hyde Amendment restricts access to abortion and prohibits the use of federal

funding to cover abortion services and care in the ¥23he ACA excluded abortion from

public insurance coverage and restricted coverage through private insurance offered on the

Health Exchange'd® While Washington State must adhere to the Hyde Amendment, state law
A0ALIZE | GSa YO iy 200 RS yRG 12N AYIGSNFSNE gAGK | g2
FO2NIA2Y LINA2NJ 12 GAlLoAftAGe 2F GKS FSiddzax 2NJ
program receiving state funding (partial or full) to provide benefits, services, &munation

related to both maternity care and abortion servic&8In addition, the 2018 Reproductive

Health Parity Act (SSB 6219) mandated that health insurance plans that provide coverage for
maternity cae services must provide equivalent coverage for abortion services beginning in

January 2019%°

Lastly, infertility treatment was also exclud&dm public inswance coverage through th&CA,
and many county, state, and federal health programs do not cover basic infertility services,
which are often cost prohibitivé?114

ADOLESCENTE¥idence indicates that local, state, and federal policies may limit the discussion

of sexual health and risk of sexual exploitation in st¢f@sed programs, thereby actimg a

barrier to safeand healthy relationship education for youth and adolescéfs. | 4 KAy 3G 2y Qa
Healthy Youth Act (RCW 28A.300.4J stipulates that if sexual health education is provided it

must be medicalbaccurate. However, the provision of comprehensivedicallyaccurate

sexual health education is currently not required. For schit@sprovide sexual health

education, theOPIrules (VAC 3924101400 RSFTFAYy S &aSEdzr t KSIt GK SRdzO
RSOSt2LIYSYyd 2F YSFyAy3IFdzd NBEFGA2yakKaA2Ia | yR |
Health Educatiorstandards provide agappropriate graddevel learning outcomes that

Ay Of dzZRS RS@St2LIAY 3 addzRSy i a Q2 BdnhBverNE2016 9FPA y 3 2 F
report found 7% of schools report using curricula that @b meet the state requirements, and

only 53% of schools had a curriculum consistent with the 2005-OSP guideline¥.
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IMMIGRATIONFederal and state legislatioestrictimmigrant access to health insurance

coverage and care, regardless of immigration st&ttfs?:107.112.113,164.17he Personal
wSalLlRyaAroAftAde YR 22NJ] hLLR2NIdzyAGe ! 04 2F wmp
federallyfunded health insurance for the first five years they have lawful status itUtBe

(known as the fiveyear bar)!'2113.1844owever, the Act specified that Medicaid would provide
emergency coverage, including costs related to labor and delivery, regardless of immigration
status*3In 2002 and 2013, the federal government issued exceptions to the Atcalibaved
states to waive the fiv& ST NJ 6 NJ F YR LINRPQPARS aSRAOFAR FyR /
Program (CHIP) coverage to immigrant pregnant women and chitéffgvhile the ACA and
corresponding Medicaid expansion increased health insurance access for many communities

and enabled lawful immigrants to purchase and receive subsidiesit@te health insurance

through the Health Exchangebgey continued to excludsomeimmigrants from receiving

Medicaid for five years and made individualso are undocumentednd DACA recipients

ineligible for public coverage or private insurance throtigh marketplace’18112.113.185jnce

individuals who are undocumentexhd DACA recipientse excluded fromcoverage undethe

ACA, safety net providers may face furgland reimbursement challenges through the ACA,

which could result in further reduction in coverage and cardridividuals who are

undocumented® 164

HCAdefines four citizenshipnd immigration status groups for the purpose of health insurance
O2@SNI 3S StAFA0AtAGEd Ly 2FakKAy3dzy {dGFrdiSz i
WydzZl f AFTASR ' fASYSQ [FgFdAf & t NBaSyid W! yljdz f A
LYYAINI YGE YR [ A% Guirédtyy, Washindtom State offdrsiMedicyid f o ¢
coverage to lawfully residing children and pregnant women without tHye&r wait period, and

to all pregnant women regdiess of their immigration status2 Pregnant womenwho are
undocumentedcan receive a waiver from the state to receive Medicaid coverage during their
pregnancy and two monthpostpartun?>® They can also continue to receive family planning

services for one year after giving bif¥.Despite these optionsndividuals who are

undocumerned, especially adulta/ho are undocumentegdhave the most restricted access to
healthcarecoverage in Washington State®.

K
F

INCARCERATIOWhile most state and federal prisons provide some levéleafithcare there

are no national, mandated standards of care for women or adolescenigdidsare
incarcerated!15117.118,120,121,234.2%61j|tiple national organizations provide recommended
standardsof care for womerandadolescent girlsvho are incarcerated!>120.121.25However,
non-mandatory nationastandards have created varyihgalthcarepractices by stateand
facilities”25Surveys with wardens at 19 state correctional facilities found that most facilities
do not follow recommended standards of care for pregnant womio are incarcerateand

that women receive substandard care during pregnaiérior studies also found that as

many as 70% of facilities do not have a formal policy on contraception and 30% lack a written
abortion policy*15234

In Washington Statdhepartment of Commercprovideshealthcareto incarcerated individuals
in state facilitie>’ The Offender Health Plan (OHP) outlines services thatarsidered
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medically necessafyut does not guarantee these services to incarcerated individialkhe

OHP states thabepartment of Commercwill providedmedically necessary maternity

services including pregnancy tests, prenatal care, delivery, postpartum care, care for
complications, physician services, hospital services related to labor and delivery, and
abortion2®” Other medically necessary care related to reproductivaltheincludes treatment

of hepatitis C, contraception (may be started 60 days prior to release or for scheduled extended
family visits), opioid treatment during pregnancy, perinatal care, prenatal care, preventive care
indicated by the U.S. Preventive Sees Task Force (grade A and B only), abortion, and tubal
ligation (at time of cesarean section if requested by patient in writtAtinder some
circumsances, services that may also be considered medically necessary include fistula,
mammography, gender dysphoria, and additional ultrasounds in pregrfahyohibited

services include artificial insemination IMF, circumcision (for nomedical reasons), erectile
dysfunction, treatment of uncomplicated genital warts, infertility treatment, and reproductive
sterilization or reversal (except tubal ligatiodlfaving cesarean sectior}’

In addition, theACAand state Medicaid expansion created additional opportunities for
individuals who aréncarcerated to btain health insurance upon releada.2017 Washington
State enacted a lanequiringHCAto suspend (rather than terminate) Medicaid coverage for
incarcerated individual®® While suspended, incarcerated individuals are still covered for
inpatienthospitalizations longer than 2dours, and fulcoverage is automatically reinstated
upon releaseIf individuals do not have insurance, they are enrolled in Medicaid prior to
release, andHCAis required to expedite enrollment so that individualso are incarcerated
have insurane the date they are released® City and county jail facilities maysoallow
individuals to apply for Medicaid depending upon resourcelaldity (e.g., staffing}?®

Lastly while many states still allow pregnant women to be shackled throughout their pregnancy
and during labr and delivenyt>117.118N\ashington State law has prohibitéide use of

restraints on pregnant womewho are incarcerated sin@010S E OS LJi dzy RSNJ & SE i NJ

O A NI dzY &% Waghin§tdndasy stipulates that no restraints of any kind may be used during
labor or delivery, and that no correctial personnel shall be present in the room during labor
or delivery unless requested by medical persorfR@lVashington State law also requires that
correctional officers immediately remove all restraints if requested by medical personnel to
provide care?®®

MILITARYWhile rates of unintended pregnancy and experiences of sexual violence are higher
among women in the militaryaznpared to the general populatiot??126.12830 mjlitary abortion

laws are more restrictive than U.S. federal abortion laws, creating disparate access to abortion
for women in the militaryt2>12°! v G A€ wHnAamMo X Gl 02 Niba @olided &NIIA OS &
Department of DefensfDOD]facilities in cases of rape, incest, and life endangerment, and

W

wO2dzf R8 2yfeé 0S LIAR F2N gA0KZBamdeenFlaagad Ay O

2004, approximately 3.8 abortions were performed per year at military facifitfds. 2013, the
Shaheen Amendment expanded TRICARE covarageludeabortions in cases of rape and
incest!?>However, military providers are allowed to refuse to provide abortion services on
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moral or religious grounds in all circumstances, though they have an obligation to refer women
to a provider who can perform an abortid#

The military also has a policy of following laws of host nations and U.S. state restrictions. This
places further restrictionsn women seeking an abortion if they areaibned in a country that
prohibits abortionst?® or in states with restrictive abortion policies (€.gppointment

structures requiring additional travel and cost$).

RACE/ETHNICITGomplicated criminal justice jurisdictional issues,(fexleral, local, and

tribal) specific to tribal lands present unique barriers to AI/AN women who have been sexually
assaulted from seeking assistance from criminal justice authogteshealtitare
providers!88264While criminal justice responses to the sexual exploitation and violence
perpetrated by norribal members on tribal lands is beyond the scope of this literature review,
it is important to recognize that failure to address these crimes adversely affeets t
reproductive, mental, and physical health of AI/AN women and girls.

TRAFFICKINGederal and state regulations that allow the prosecution of trafficked individuals
for other crimes related to their exploitatiofe.g., substance usdgter individualdrom
accessingpealthcareservices, including reproductive caré:187.262SeeFear of dminaljustice
involvementor additional information

21.Insurance average(services reimbursement, andaps incoverage)

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults e health 73,76,181,265.266|  |dentity Orientation
44,57 1,161,162,183,267 | 1,161,162,183,267
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
114,178 127 Ethnicity 19,32,74,112,114,14 221
,145,149215,237

Havinghealth insurance coverage does not guarantee access to quality reproductive
healthcare Limitations in insuranceoveragé?181.2652689nd insuranceequirement$®7*may
impact cost of caré?"414° complicatethe process of finding a provider due to a limited

numberof providers accepting a specific insurance pi#ror require a patient to see a primary

care provider in order to be referred to a specialisPeoplemayalsoexperience gaps in their
coverage in the form of prohibitively high deductib/é3,service exclusions!®1.162 or other
practices that limit access to servicémr example, ACOG reports difficultesscountered by
hospitals and obstetriciagynecologists in receiving reimbursement and payment for
immediate postpartum LARC placement has slowed uptake oétdencebasedpractice?®
Reimbursement for all deliveryelated cares generally based on a global #&25%which does
not include the cost of LARC devices or insertanmd thus disincentivizes hosals to supply
and dispense LARC devigesnediately postpartunt®® Since P12, 28states, including
Washington, have addressed the issue for Medicaidered patients by separating out
reimbursementfor LARC devicehiring delivery hospitalizatioft>2%° Medicaid policies are
often later adopted by privatensurance plans.
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Low reimbursement rates and complex reimbursement processes may also make it difficult for
providers to offerall services’®114178_astly insurance may not cover all reproductive

healthcare services, includimgntraceptioni4® abortion }*2145and ART2114A literature review
adzYYFNAT Ay3 I O00Saa G2 AYyFSNIAfAGE OFNB y20SR
services not covered by any federal and state insuraracebe especially limiting*

GENDER IDENTIBEXUAL ORIENTATI@Naddition to being less likely to have insurance
than heterosexual, cisgender people, LQBAIndividuals often experience gaps in insurance
coveraget This experience is most pronounced for transgender people. Insurance was the
second most commonly cited barrier to care in a study of transgender and gender
nonconfoming individuals surveye#! Insurance limitations described by respondents
included a limited number of providergoliciescontaining transgender specific exclusions, and
total expenditure lintations on transgenderelated healthcarebelow the cost of

procedures'®! For example, evidence shows that administering gonadotroplieasing

hormone (GnRH) analogues, commonly referred tpwdserty blockers, causes the body to stop
releasing puberty hormones, thereby pausing breast, testicle, and penis developthétit.
Despite the growing body of literature that shows puberty blockers help ameliorate mental
health challenges faced byaimsgender adolescents, a retrospective review of medical records
found only 29.6% of transgender adolescent patients prescribed puberty blockers received
insurance coveragt?

In 2015, "29% of [transgender] respondents [living in Washington State] experienced a problem
in the past year with their insurance related to being transtmmi'8 Individuals reported

being denied coverage for care relatedgenderaffirming careor for routine care because

they were transgendet®® Key informants shared that even when transgender individuals find
genderaffirming providers, gapin coverage or insurance denials can prevent individuals from
accessing medically necessary services or result in costlyf-quatcket expenditures.

SESWhile immediate postpartum contraception is uncommeng(LARC, 13.5 per 10,000
deliveries; stetization, 683 per 10,000 deliveries), eviderstggests that both ARC and
sterilizationare significantly more likely among womaevith low socioeconomic statuswith a
widening gap in immediate postpartum LARC use in recent yé&r&’A retrospective cohort
study¥ 2 dzy' R atioiallyifrond 30082013, women without private insuree[i.e., women
with public insuranceieceived 57% of inpatient postpartum sterilizations and 85% of
immediate postpartum LARC insertianeven though this group only comprises 45% of the
delivering populatioré?'®> Furthermore, women with public insuraneeere five times as likely
as those with privaténsuranceto receiveimmediate postpartunL ARC?” Findings predated
changes in Medicaid reimbursemetat facilitateinpatient postpartum LAR@ Washington
women enrolled in Medicaidxpelience better access to immediate postpartum LARC,
provided the hospital where they are delivering offers the servican women with private
insurance However, researchers have noted that efforts to improve access to this evidence
based option should bdesigned to promote universal availability to prevent coercion of
women with low incomes, women of color, or otherwise marginalized wofe8ee discussion
of Historical trauma and medical mistrugtr additional context.
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22.Health plan communicatiore.g.,explanation of benefits (EOB) and
electronichealthrecordg

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientdion
3941
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity s

Health plan communicationsent to the primary insurance policyholder (e gpouse partner,

parent,or guardian) for reproductive services pose unique barriers for adolescents/young

adults and individuals experiencing 1P For example, healthcare professionals have

expressed concerns about unintentionally exposing sensitive healthcare information about
aSNIWAOSa NBOSAOGSR o6& | LI GASYG G2 GKSANI FF YA
electronic health recort?*?or receipt of EO8sent to the primary insurance policyholder for

services sught by an adult dependerit*!

In 2001 Washington Statereated the right for patients to limit disclosure by insurers of their
health information2’°¢ K S NX 3 dzf | iprbtéctionsda iyidividualy wiho would be
jeopardized by disclosure, for individuals receiving a range of sensitive health services, and for
YAY2NR 6K2 YIe 2001 Ay KSI {2PTRe spebficadlyiequited dzi LI N.
insurers to refrain from disclosing information regarding services for which a minor has
consented without first obtaining their authorizatigi®?"*Meanwhile, young adult and adult
dependents must submit a request to limit disclosure. Sources found patients are largely
unaware ofthe protectionsand their right to requesto limit disclosure*>?’°Additionally, the
requirement that patients initiate the process by contactthgir insurance company poses a
unique burden for individuals, particularly minors and those experiencing abusive, coercive
relationships®!

23. Difficultynavigatingnsurancesystem

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults 64,67 health 181,272 Identity Orientation
34,43 71
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
3,107,164 Ethnicity 27,176 174,273

Various populations have difficylhavigating complex administrative procedures, registration

systems, and paperwork to apply for and receive health insurance covéfagel0’.164.174

Women surveyed aspa2t ¥ 2 F aKAy3idz2y {aGlFradsSQa ¢! Y9 /1! wD9 L
navigating and getting information about health insurance options through Washington Health

Benefit Exchang&®
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24. Difficulty in obtaining medicalBccurate information about services

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation
43 85,161
Homelessnes Immigration | Incaiceration Military Race/ SES Violence
111,218 125,127 Ethnicity

Lack of medicalhaccurate information regarding reproductive health services is a barrier to
Care.43’85'125'127'161

MILITARYA survey of women in the military who were recently deployed found that women

had limited knowledge of and difficulty obtaining accurate information about what

contraception was coverk!?’ For example, because sex intercourses perceived to be
GATESAFEE dzyRSNI GKS ! yvAT2N)Y sueR Bat éitraceptidnA G | NB
was unavailable and only learned about contraception availability from other women in the

military .12’ In addition, indepth interviews with 21 women in the military who had an afmor

during active duty servicE 2 dzy R Kl G 2yté KFIfF 1ySe | o62dzi GKS
only two knew that abortion was covered in cases of r&de.

25. Personaldentification (ID) document requirements

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography

Young Adultg health Identity Orientation

Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
107,163,164,184 Ethnicity 174,187

Many studies noted that the requirement to present personal identification and documentation
to receivehealthcare serves as a barrier to immigrants, regardless of stafu§316418%and
trafficked individual§’+187 seekng and accedagcare. This requirement is especially restrictive
for DACA recipigts andindividuals who are undocumentétt-*84as well agrafficked

individuals whose personal identification documents may be held by the trafflék&t’

26.Lack of data

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation
70
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
106 115 128,120,274 Ethnicity 187
28,186,200,221,264
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Researchers have noted the lack of research and data gaps related to the reproductive health of
immigrants and refugee¥? active duty women in the military and female Veterdffs!?9.274

Al/AN tribal and urban Indiambenmunities?8:186.200.221.264nd victims and survivors of
violence?®18’Key informants in Washington State confirmed that stieeel data is also limited

for refugees and trafficked individuals.

SOCIAL BARRIERS
27.Intimate partner violence

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation £l
70,71 90 1
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
128 Ethnicity 27,149
139,212

IPVis any type of physical, sexual, or psychological harm done by a current or former partner or
spouse (both heterosexual and sasex); it also includes stalkiagd loss of reproductive

control €.g.,refusal to use a condonij? IPV includes abusive batior also referred to as

domestic violencé®? Intimate partner behaviors that prevent individuals from accessing health
services (e.g., limiting access to transportation or finances, physical violence, reproductive
coercion) interfere wittanA Y RA @A Rdz £ Q&, stree, &ndl dddress IRV aniNS @S y (i
adequately fulfill sexual and reproductive health neéefs>’ Evidence of the assation

between partner violence and unintended pregnancy suggests that providers need to consider
the occurrence of reproductive coercion when counseling women regarding pregnancy
prevention options (e.g., form of contraceptiot.

GENDER IDENTI'R¢rording to 2015 U.S. Transgender Survey data, 54% of respondents
experienced some form of IPV, and nearly anerter (24%) reported severe physical violence
by an intimate partner, compared to 18% in the general U.S. popul&tiSaventyseven

percent d those who did incomdvased sex workxperienced IP¥° Additionally, data indicate
that transgender respondenteho are undocumente@68%) were more likely to experience
violence than other respondenf8.Survivors of IPV face numerous unique barriers when
accessing care(g., abusers controlling access to finances, transportation, and healthcare).

BEHAVIORAL HEALTWbmen with substance use disorders are more likely to experience
sexual and physical violence from intimate partners, acquaintances, and strafddrs.

addition, one in three women who inject drugs are involved in sex work and are at an increased
risk of experiencing violence from clients and law enforcenfé¢¥omen who inject drugs are

also more likely to be injected by others, including male sex partfédse study noted,

GOA2E SYyOSs 2NJ GKS GKNBIG 2F OA2f SYOSXdzyRSNXYAY
RNXz3 dzaS 6A0GK AYGAYFGSOLI NIYSNE YR RdzZNAYy3 &S
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28.Reproductive and pregnanoyezcion

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation 157
70
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
99,100 115,117,121,234 123,125130,216 Ethnicity 154,155,174,187,18
252,275

Reproductive coercion is defined as attemptgptomote pregnancy through verbal pressure
and threats to become pregnant (pregnancy coercion), direct interference with contraception
(birth-control sabotage), and threats and coercion related to pregnancy continuation or
termination (control of pregnancgutcomes)'®8275Evidence indicates that reproductive
coercion can affect people of any age, race/ethnicity, sexual orientation, or sociodemographic
group?®?For example, a crossectional survey of Englishnd Spanistspeaking females ages

16 to 29 years seeking services in five family planning clinics in Northidiori@a (N=1,278)
found 19% reported experiencing pregnancy coercion and 15% reported birth control
sabotage!® Of those, 35% also reported experiencing reproductive coeréon.

While the predominant form of reproddie coercion involves a male partner's dominance
over a woman, reproductive coercion can be enacted by women, sax@artners, and
intergenerational relations (i.e., parents orlews)252 Examples of reproductive coercion
include but are not limited to: removing condom during sex, destroying contraceptives, and
preventing a partner from attendingnedicalappointments!®4155.252 jterature also identified

ways in which institutions enact reproductive coercion by limiting access to reproductive health
Servicesl_lS,llY,121,123,12530,216,234

HOMELESSNES®%men experiencing homelessness are at risk for reproductive coettion.
Women reported experiencing forced sex, engaging in sex work, or exchanging sex to secure
housing, food, and mone¥.Women also reported having male partners force pregnancy,
refuse to use a condom, engage in birth control sabotage, {@ge holes in condoms), or
retaliate with physical violence if women sought familyrpleng service§2.1%0

INCARCERATIONMe cultlzNB ' yR LI2f AO0OASa 2F O2NNBOUA2Y I T
a2adSYFGAOFtfte fAYAG 62YSyQatlsih&®E3pals G2 NBLINER
commentary about reproductive health outcomes for women who are incarcerated noted that

barriers are aggravated liwinique power dynamics, limited autonomy, and coercive conditions

that are inherentinthe prisoh Y R 2 A f  §3Fa@ kxd@pje Yndryfein who are

incarcerated experience reproductive coercion by bejgvented from having abortions,
LINBaadz2NBR AydG2 dzaAy3a O0ANIK O2yGNREf 2NMAKI O1fS
In addition, in many prison systems whether or not women are allowed to access care is
dependent on correctionssta¥ RSUOSNXAY I GA2Yy > FyR aidlF+F GKI G
untrained in determining when medical attention is required, resulting in denied or delayed

carel?®
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MILITARYWomen in the military experience reproductive coercion due to military culture and
male-dominated decisiormaking. Military culture effectively restrictss2 Y Sy Qa O2y i NI OSL
and pregnancy choices through military abortion laws and decisiSrigé12&0|ack of

counseling odenial of preferred contraceptiof?®>1?’reporting through the chain of

command;?>*2"2%°criminalization of sexual activity?*?’and experience of military sexual
trauma-l23|126,128,129,216

VIOLENCH-rafficked individuals experience reproductive or pregnancy coercion at the hands

of traffickerswho may choose to incentivize financial profit over safe sex (e.g., limiting access to

or use of condoms, limiting or refusing healthcare visits) or control pregnancy outcomes (e.g.,

forced pregnancy or abortiody4187For example, grantea®k N2 dz3 K 2 | AKAy a2y {4}
of Crime Victim AdvocadpCVAR K NBR GKIF i awLBAYLEA 2F0Sy dzasS |
FAdzZNIGKSNI gl & (2 O2y iNRf wiNIFFAOISR AYRAGDARAZ f
August 2018).

29.Physical and/or sexugblence

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health EeLe Identity Orientation
90 1
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98,100 101,108 118 123,126,128,129,21 Ethnicity 27 174,187,245
154,155,277

{ SEdzZl f @GA2t SyO0S AyOfdzRSaE aN}I LIS 6SAy3 YIRS G2
unwanted sexual contact, and narontact unwanted sexual experiences such as harassment

Iy R T f2F &K naAtdrpkdata show some sexual minority and racial/ethnic groups are
disproportionately impacted by sexual violence, Washington does not havelstatksexual

violence data by race/ethnicity or sexual orientatiiPast and current experience with

violence make women less likely to access reproductive healtAéaf¥.

GENDER IDENTINéationally, 47% of 1& TransgendeiQurveyrespondents were sexually
assaulted at some point in thelifetime, and 10%vere sexually assaulted in the pygar®
Transgender individuals who have done incebased sex work were significantly more likely

to have been sexually assaulted (729%Wloreover, of those working in the underground

economy at the time they completed the survey, 41% were physically attacked in the past year
and 36% were sexually assaultedidgrthat year’® Additionally, 61% of transgender
respondentswith disabilities had been sexually assaulted in their lifetffhe.

IMMIGRATIONRefugees and asyluseekers often enter the U.S. to seek protection due to
persecution or fear of persecution due to rdethnicity, religion, nationality, membership of a
particular social group, or political opinidfi* A study with female Somali and Congolese
immigrants in Massachusetts found that female immigrants had prior experienitesexual
trauma and violenc®® making women less likely to seek reproductive healthcare.
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INCARCERATIOA2012 report by ACOG states that rates of sexual assault and violence
among incarcerated women are tveeen 5.1% and 10.8% at some prisons, with women
experiencing violence from other inmates or prison st&ff.

MILITARY/VETERANSA f A G NB &SEdzZl f GNJ dzYl A& RSTFAYSR | &
harassment or attempted or completed sexual assault during milgaryic& and can be
perpetrated by military personnel, civilians, commanding officers, subordinates, strangers,
friends, or intimate partner$?® The Department of Veterans Affairs requires screening of all
Veterans for military sexual trauma, an@% of female Veterans reported a history of

traumal?® According to the Barriers to Care survey, the Department of Veterans Affairs found
that 19% of VA users and 8% of amsers avoided the VA because of past sexual tratffha.
Similarly, a literature review of articles published between 2008 and 2014 on the reproductive
health of women in the military found that sexuaatrma and assault prevented women from
accessing reproductive health serviéésA 2010 survey found that 4.4% of active duty women

in the military reported experiencing unwantegéxual contact, rape, or sexual assault

compared to only 0.1% of women in the general populafifinother study found that

between 9.5% and 33% of women experience an attempted or completed rape while serving in
the military 126 Researchers have notédK Itrile pr@valence of sexual assault and rape are

likely higher in the military (as in civilian populations) because of possible underreporting. The
Department of Defensestimates that 80% of servicewomen who experience unwanted sexual
contactdo notreportittd YAt AGF N¥ | dzi K2NA (G & dé

RACE/ETHNICITAccording to the Bureau of Justice Statistics da@8922001), an annual
average of 5,919 rape/sexual assaults were committed against Al/AN vi¢EimigAN

individuals were more likely to be victims of assault and rape/sexual assault committed by a
stranger (41%) or acquaintance (34%) rather than an intimate partner or family member
(21%)"® Unlike other race/ethnic group# which sexual violence is usually perpetrated by
someone of thel Y R A @daRataceledicity, 80% of sexual assault/rapes perpetrated
againstAl/ANwomen are committed by noiative men??1-2’8Available data show that AI/AN
peopledisproportionately experience rape/sexual assault (5 victimizations @80lpersos

age 12 or older) compared tohite (2 per 1,000), Black (2 per 1,000), and Asian (1 per 1,000)
people in the U.%’8 Acomprehensive sexual violence survey administered by the Urban Indian
Health Institute and the CDC found thaf 148 Native womeimterviewedin Seattle 139

(94%) had been raped or coerced at some point in theis?%4 In addition,éof all the women

who participated, 70% (104 women) reported that the first time they were sexually assaulted
gl a 06& o0SAy3a NILSR 2N O2SNDDSiRcHént happdredypefite 2 T K
they were 18 years oléf* Key informants shared additional anecdotal information that

indicates AI/AN women in Washington also disproportionately experience sexual violence and
assault.

TRAFFICKIN@dividualswho are traffickedlabor and sex trafficking) experiengeeater risk

of sexual and physical viole#éé®Inastudyat R&ENB L aft I yRQa ¢2YSyQa 7Tt O
survivors reported reproductive and sexual violence, both physical and psychological, including
traffickers limiting or refusing healthcare visits and perpetrating physical violence for seeking
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services or receing specific diagnoses (i.e., STI or pregnatféBtudy participants also
described traffickers accompanyinglividualsor sending another trafficked womamith them
to medical appointments for intimidation and control purposés.

30. Mandatory reporting

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg health Identity Orientation
222,279
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity 74
188,212

CSINJ 2F NBLRNIAY3I NBldzZANBYSyida I yR

or behavioral health disoets.Mandatory reporting policies for pregnant women with

substance use disorders are often seen as punitive by patients and providers and discourage

women from seeking prenatal care angbstance use disorder treatmeft?2’°Washington
State law does notaquire healthcare providers to report substance use by pregnant wotfen.
Washington State statute requires the Department of Social and Health Services to provide
prevention strategieshat promote the use of alcohol and drug treatment services by women
before, during, and immediately after pregnarvéy.

31.Differential treatment, practices, or counseling by provider

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg ~ 58:60.6668 health 160.177.180.181 | |dentity Orientation
35,36,42,43,46,47,5 80,83,84,87,90,161,] 80,83,84,87,90,161,
5557 83 83
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
99,100 109,114,163,164,17¢ 123,125,127,274 EthnlClty 32,114,146,149,213,| 156,252,282,283
184 112,138,139,146,16¢ 15
213,215,236,280,28

Individuals seeking reproductive health services may experience differential treatment in a
clinical setting from fronoffice staff, medical staff, or providet§! Identity-based
discrimination in healthcare settings, harsh or abusive lang8agfetirefusal of careé?162
non-affirming care®®1%*heteronormative perspective®,®ésubstandard caré® and other
differential treatment-83161can result in decreased likelihoodinflividualsseeking care in the
future .8

t NPOARSNRQ FdGAGddZRSE YR AYLX AOAG oAl asSa
patients112.146.168,.213,280. 28 o1 exanple, provider recommendations for HPV vaccination have
been shown to increase vaccine uptake up tefdid.*6 However, a 2014 study found parents
of Black and Latina girls repedlower rates ofprovider recommendation than diparents of

white girls146 Similarly,older women were less likely t@ceive a provider recommendation for
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patient trust can prevent providers from asking questions to screen individuals for traffi¢king
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a mammogram than younger women, despite the fact that provider recommendation is the
strongest factor in mammography screenit¥g° The American Society of Reprotiue

Medicine reported that patients seeking infertility treatment and ART services received
RAFFSNBYUALIET O2dzyaStAy3a FyR NBFSNNIfa RdzS

02

AYRA@GARdzZI £ Q& 2 NJ O2 dzLIJXit& Salus, ex@loRasStioRgémiaf A O a i | i dz&

identity, andor whether they deserved to be a parent or raise a chilt?

OLDER ADULTABritish study of patients aged 50 to 92 yeaidsfound many participants
perceived their provider to be influenced by the stereagyibat older people are asexuai

thatda SEdzl f A&dadzS&a NB | y2NXYFf LIENIG 2F | 3Ay3
LINE 3 NB2Nane af yhegaticipants reported their general practitioner initiating a

discussion about sexual health iss@@s.

DISABILITW review of multiple studies found that providers often ignore routine female
screening needs and fail to recommend mammograms for women with disabifti@ise

authors of a study attempting to improve rates of Pap smear testing in women with disabilities
discuss previous research indicating that women with disabilities are less likely to receive a
recommendationt’”18Yet their analysis revealed that Pap test recommendations are relatively
high among disabled women while screening rates remaintfdm fact, women with

disahlities were 1.2 times as likely to receive a recommendation for a Pap test, but only 50% of
those women actually went on to have a Pap test perforriéd.

GENDER IDENTITY/SEXUAL ORIENTAN RON7 survey found 16% of LGBTQ Americans
surveyedsaid they have been personally discriminated against when going to the doctor or
health clinic because they are LGB T&pproximately a third of LGBTQ people surveyed said
that transgender people in their area often experience discrimination when goiagltictor or
health clinic (3196) Among transgender individuals, 20% said that transgender people often
face discrimination when going to a doctor or health clinic and 10% report being personally
discriminated against because they are transgender when accessingdwealt’ Transgender
people with disabilities report higher rates of mistreatment by healthcare providers (2#2%).
Evidence suggests that many transgender patients contiodace stigma and confusion by
medical professionals, in the form of insensitivity to preferred gender pronouns (i.e.,
misgendering¥31%tdisplays of discomfort, and substandard céte.

A 20122013 study of LGBTQ emerging adults in an urban Midwestern area found transgender
patients were statistically significantly more likely than cisgender participants to experience
denial of services or unequal treatment (P<0.001), and queer/quesgondividuals reported

them at higher rates compared to gay/lesbian and bisexual individuals (P=6°001).

Washington State, the 2015.8 TransgendeiQurveyfound 22% of transgender respondents

did not see a doctor when they needed to because of fear of being mistreated as a transgender
person183

HOMELESSNES%men reported being treated differently by providers based on their
housing statu$? Women with children experiencing homelessness in San Fran@stiornia,

by
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reported that they were reluctant to disclogkeir housing status to providers for fear that they
would receive substandard quality of c&®Women expeiencing homelessness in Pittsburgh,
Pennsylvanigalso felt that providers shared biased or incomplete information with them about
contraception options Specifically, women felt they received differential counseling from
providers who tried to persuade them to use a particular method of contraception angdymes
them to receive LARE?

MILITARYA survey with women in the military who had been recently deployed found that
60% of respondents did not talk with a provider about contraceptive options prior to
deployment and 78% did not talk about options for menstrual suppressidn.addition,
women who did talk with providers about straceptives felt that providers discouraged them
from using LARC or sterilization as a form of contracegfib8imilarly, a stug with female
Veterans found that LARC use was lower among Veterans than the general poptitation.

¢KS 5SLINIYSYd 2F +#SGSNIrya ! FFFEANRQ . I NNARSNE
a main barrier to accessing healthcdfé¢ KS& NBLIR2 NI SR GKFGd GKS a+x! K
viewed as having a male dominated culture due to the preponderance of male patients (and
providers) resulting N2 Y G KS FI OG0 G KI {237 duiveyHfobrid &t ya | NB
female Veterans are most satisfied with their providaddelt most respected if they receive

care through a VA womeonly clinict?3 The survey also found that women felt most rested

by their provider, less respected by other providemsd least respected by office staff

suggesting that theakrger clinical environment influences their satisfaction with care.

RACE/ETHNICITNumerous studies identify racism, the differential treatment stemming from
skin color or other individual characteristics, as a barrier to é&tmstitutionalized racism
results in differential amess to resources, services, and opportunitiesiuding access to
healthcareby race!® A review of literature published from 2009 to 2015 examined the
relationship between racial discrimination and adverse birth outcoki&m one study

reviewed, African American women discussed experiences of institlizedaracism (e.qg.,
having to wait longer to be seen by a provider) while accessing prenatal’®é@meother study

of African American women (N=872) found that timing of prenatal care was not significantly
associated wittpersonal experiences of racidmt was associated with grougxperiences
(p>0.01).

Women of color experience differential contraception counselitfg®®213.28For example, self
reported evidence indicates that women of color and womth low-incomesmay be more

likely to experience pressure to limit family sizéAn analysi®f 2002 National Survey of

Family Growth data found significant racial/ethnic differences in the specific services received.
Results indicate that Black and Hispanic women receiveld bamtrol counseling more often

than white women?® However, women of color did not actually obtain more birth contnol o
prescriptions for birth control, whictisuggests that the increased frequency of contraceptive
counseling reported by [women of color] was likely not patient initiat&d Given the history

of efforts to control the fertility of womemwith low-incomesand women of colonesearchers
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suggestedhat additional counseling may be indicativeldN2 @A RSNRE Q A YLIX AOA (G 0 A
quality care?!

SESA number of studies have found that women of low socioeconomic status are less likely to
receive provider counseling or recommendations about reproductive health services, including
contraception!*®23HPV vaccinatiot® and ART214One study found that patients whose
parents had a high school education or less (used as a proxy for socioeconomic status) were
significantly less likely to be counseledlohRGhan patients whose parents had more
education?® Similarly, a summary of literature examining the relationship between
socioeconomic statuand access to reproductive healthcare services found that lack of
communication with healthcare providers was a barrier to accessing and starting contraceptive
usel4?

32.Denial or delay of services

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation
43 1,80,84,161,162,223 223
284
Homelessnes Immigration | Incarceration Military Race/ SES Violence
218 218 Ethniity

Denial or delay of services poses a significant barrier to accessing reproductive

GENDER IDENTIDénial or delay of services is especially aibafor transgender

individuals!-89.84.161according to the Office of the Insurance Commissiz & @A 8 F | KSI €
covers medically necessary services for its enrollees, it cannot exclude or deny those services
F2NJ I ONYya3ISYRSNI LISNE2Y 0SOldzasS 2F GKS LISNA2

to cover procedures thatare part o RSY RSNJ G NI yaA dGA 2y LINRPOS&aa AT
L2t A 08 K2t RSNA PBdvickexanplEsNidslytié: hoxdhedh2rgps, ©aunseling
services, mastectomy, breast augmentation and reconstruction. Key informants shared that

insurance denials continue to disparately affect transgenddividuals in Washington State.

Automated systems designed to recognize both sex and gender as binary variables (male or
FSYFHES0O Yire Fdzi2YlFGAOFtEtfte RSye OflFAYa FT2N aON.
F LILINE LINR F G S¢ 6 S 3 dpsmeanKey inforvhangs shidddattaindniost chses  LJI
insurers will approve treatment after an appeal or fethorization. However, the extra steps

and waiting period to receive routine care act as a significant barrier anidolzents to give

up and fore@ care.

Despite the growing body of literature that shows puberty blockers help ameliorate mental
health challenges faced by transgender adolescents, a retrospective review of medical records
found 59.3% of transgender adolescent patients prescribed pguliBockers were specifically
denied insurance coveradé? Of those initiallydenied coverage, 4 subsequently received care;
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the median time between insurance denial and start date for hammtherapy was 9 months

(range8-20 months)'%2 Additionally, transgender and gender nonconforming respondents in

2yS aiddzReé NBLR2NILISR aFSStAy3a GKFEG GKSANI YSyial €
RSy & O lthaBnenal hgaRh providers served amtekeepers often interfering with

obtaining recommended referral lettef§?

In 2018,Office of the Insurance Commissioneitiated an investigatiomito Kaiser Foundation

Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc. in
response to complaints that the companies specifically excluded breast augmentation as a

treatment for gender dysphorig® According to the press release, the companies issued

blanket denials rather than considering individual ca&de€n August 1, 201&ffice of the

Insurance Commissionery’ y 2 dzy OSR GKFd & + NBadzZ G 2F GKS A
nowcoveN\J OKS & i NBO2yadNHzZOGA2Y F2NJ GNIya3aISyRSNI g2
treatment.?85 Additionally, bah are required to complete a review of all denials of this

treatment since January 2016.

33.Fear, perception, aexperience of bias, discrimination, stigmatization

Adolescents/| Older adults| Behavioal Disability Gender Sexual Geography
Young Adults Sepils health HELIERAT Identity Orientation
47,5052,286 70,71 85,87,88,159,161,18| 85,87,88,159,161,18
,223,287 ,223,287
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
105,107 123,125127,216 Ethnicity 27,32,112,144,253| 153,174,188,245
111,163,164,178 54288,289

Fear of or previous experiences of bias and discrimination within healthcare settingér¢eng.
clinic staff, front desk receptionists, providers) can influence futigeof
services’>87:88,110,159,161,163,188 gystematic review found evidence that fear of provider
discrimination, homophobigaor differential treatment are a barrigp healthcare service®,and
many populations experienced stigma and discrimination from society as well as healthcare
providers?0:71,105,107112,159,163,164,178,223,284j|tiple populations feared judgement or
stigmatization for seeking reproductive health services or entering a reproductive laialth

(e.g, concern thatothers would assume they had an STI or were sexually
promiscuous)d],48,50,51,107,108,123,12&7,163,216

In addition, individuals also reported fear of stigmatization for seeking specific services,

especially for abortiof{-*44or infertility treatment3? Forexample, womerof low-

socioeconomic statuseeking care at an abortion clinic in Oregon reported receiving social

stigma and judgement; hostility from a partner, friend, or family member about their decision

to seek an abortion; harassment from aatbortion protesters outside clinics; and unresponsive

case worker8’ DSY SNI f f 83X YSyYy FyR ¢62YSy aSS{Ay3a AyTFSNI
0 SAy 3 f |NaIS\Et BRRPaiBioh Tvas a larger barrienang different racial/ethnic

communities®?
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ADOLESCENTS/YOUNG ADUAd@&escents reported feeling disrespected and judged by
providers due to their age and sexual actiyity®as well as fearing being seen as an

incompetent teen mothef? In particular, aolescents and young adults of color reported these
fears#748,50

BEHAVIORAL HEALTWbmen with substance use disorders reported that providers treated
them with lack of empathy, resulting in a disconnection from care and worse treatment
outcomes’! Women with substance use disorders reported additional feelings of stigmatization
due tosex work, incarceration, argendered socialerms related tathe role of wanen as
caregivers’®

DISABILITYPatients with disabilities experience insensitivity from staff in every step of the
healthcare process, from scheduliagpointmentsto receivingprocedurest® A review of
multiple studies revealed that providers often treat womeith disabilities in a condescending,
insensitive, or oversensitive manné¥%°As a result, women with disabilities are generaigs|
satisfied with their care and more likely to delay or forgo care in the futtfte.

GENDER IDENTITY/SEXUAL ORIENTAN Ahbnally representative survey found that%8

of LGBTQ respondents and 22% of transgender respondents report they have avoided doctors
or healthcare out of concern they would be discriminated agdihgfashington specific data

from 2015 shows that 38% of transgender people surveyed reported at least oneveegati
experience related to being transgender (e.g., refused treatment, verbally harassed, physically
or sexually assaulted, or having to teach the provider about transgender people in order to get
appropriate care}83

Similarly, queer/questioning participants reported delaying care more frequently than
gay/lesbian and bisexual participants (P=0.0838Df those participants who reported
disclosing theit. GBTQ identity to their provider, those who identified as transgender were
more likely to report a negative outcome than cisgender participants (P<001).
Queer/questioning respondents also reported negative effects at higher rates than did
gay/lesbian and bisexual participants (P=0.001).

MILITARYA literature review ofarticles published between 2008 and 2014 on women in the

military accessing reproductive health services found that women avoided seeking care due to

lack of confidence in healthcare providers, previous negative experiences with military medical
providers,and stigma for seeking servic88 A survey of women in the military who had been

recently deployed found that women were afraid to ask for contraception due to the belief that
sexualintercourseg & GAf t SIAFEE yR I OKFNBSIFIo6fS 2FFSyas
Justice'?’
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34.Lack of social support

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health 160,180 Identity Orientation
50 71 88,161
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
107-110,164 125 Ethnicity 27,149,170,217

Multiple populationsexperienced a lack of social supp&it,%°partner supportt¢4and social
capital®’%needed to acceseproductive health service’s? prenatal carel,’®cancer
screening (mammograms and pap smeé&téand abortion?’

35. Individual health literacy

Adolescents| Older adults | Behavioral Disability Gender Sexual Geography
34-36,40,48 58,60,6668 health 75,180,181,251 Identity Orientation
71 88
Homelessnes| Immigration | Incarceration|  Military Racism SES Violence
100 3,105 123,125,127,216 112 112,114,143,146,144
107,109,110,114,167 217
164,184,290

Health literacy extends beyond sexual health education as previously descFiteACA
RSTAYySa KSIftGK ftAGSNIXOe alFa GKS RSIAINBS
communicate, process, and understand basic health information and serviceski®

F LILINE2 LINR G S R9SLadk af KnovikeSge abbuvailgbie deéviced125127.2195¢k of
knowledge about how to navége the healthcare systeni?36:107.114.164.29Qnd [imited health
literacy?:100:105107,110,114,163,164,184 |50 serve as barriers to receiving appropriate reproductive
healthcare.

HOMELESSNE®8erviews with women aged 184 yearsexperiencing homeless in Pittsburgh
found that women had low health literacy and lacked medieaflgurate information about
LARGC For example, women did not know that an IUD could be removed early, believed that
an IUD could lead to infertility, perceived that partners \wbhbe able to feel an IUD during
intercourse, and had incorrect information about the process of placing and removing an
lUD100

IMMIGRATIONLow health literacy was a barrier for all immigrants, regardless of staf3s.
107,110114.163.164184 | / | NBOA LA SY (G1aQ dzy RSNBROGFYRAY3A | 62 dzi
especially low if their parents were not U.S. citikenwere undocumented and lacked access

to insurance and healthcaré? suggesting an intergenerational gap in health liter#8y#

Multiple studies found that immigrants lacked knowledge of the U.S. healthcare system, which
reduced their ability to navigate and access cdfel41642mmigrants also lacked awareness

of available servicésind experienced confusion about Herecare policies and their options for

[«=tN
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insurance and car&® A study with Somali immigrants found that they lacked knowlealygut
where to go for serviceand about insurance options and availabifity Specific to male
immigrants from Mexico, one study found that men lacked knowledge about family planning,
avaibhble services, clinic locations, care and treatment options, and available financial
assistancé®3

MILITARYStudies suggest women in the military lack knowledge and awareness about
available reproductive healthcare services, contraception options, and abortiont®aré 216
As a result, women avoided or delayed seeking é¢.KS 5SLJ NI YSy G 2F £SGSN
Barriers to Care survey also found that female Veterans did not understand the scope of
services available or the eligibility requirements to receive care through thg3VA.

36. Patients' individual attitudes and beliefs

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults S health [ESE Identity Orientation
50,55,57,286 223 88,223
Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98,100 107-112,163,164 127,129 Ethnicity 32,112,143,149
292

tF 0ASYyiaQ AYRAGARdAzZ f FGGAGddzZRSE YR 0StASTa Yl
Attitudes and beliefs may include definitions of health or when to deslthcare’>108.112

moral, ethical, religious, or cultural bhefs32111,112,127,143,149.163arception of risk®®153fear of

procedures, diagnosis, or treatmefit111.217.251.29¢oubt about the necessity or efficacy of
procedures?1&Jack of trust of providers and the healthcare syst&#%11ow self

efficacy?7:100.19%and overall personal motivatiott!

IMMIGRATIONDepending on immigration status, nativity, length of time in the U.S., and level
of acculturation, immigrant individuals and communities experience multiple cultural
differences that impact their attitudes and beliefs about seeking reproductive healtiicesrin

the U.SL07,109111,163,1640yerall, immigrants experienced culturabgsed myths and
misinformation; cultural and familial differences in communication, attitudes, and practices
related to reproductive health; and cultural beliefs about when to see a doctor and what
constituted pain/discomfort1%112Somali immigrants also hkktrong cultural beliefs (e.g.

family size) that clashed with U.S. medical advice and pradfites.

A study with Hispanic, ate immigrants in the Pacific Northwest found that men adhered to
cultural norms, and held strong cultural beliefs, includinachismerelated beliefs. This led

men to have a lowperception of risk related to sexual and reproductive health and believe that
reproductive health is not a responsibility for men to addr&8g he authors state, "when
combined with a cultural history that has not embraced the male role in sexual and
reproductive health, the cultural belief ohiachismaperpetuates the idea that Leto men do

not have to be responsible for their own sexual health or that of their parter."
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MILITARYa A f A GF NB Odz (dz2NS RA&O02dz2Ny 3SR &ASEdz €
women to believe that they would not be sexually active during deployment and therefore
would not need contraceptiof?” 129

RACE/ETHNICITResults of a qualitative study of 11&bk women in New York found that
fear and anticipatiorthat screenings or wiewoman examsvould likely finding bad news (e.qg.,
breast cancer) deterred individuals from seeking cdféuthors noted women had an
"embedded assumption of the probability of testing resulting in bad neiddJnlike the

I Od A ¢

traditional biomedical premise that more knowledge is always preferable to less, participants

RSAONAOGSR (UKSAYOFSHEI AFVEIRERAYAIKAIKG 085
definitively whether they had a health problem (e.g., breast cancer, HIV). Participants felt
confirmation of a health problem could be "tremendously problematic because of the
subsequent consequeees.?2For exampled y 2 (i | WasdekcyliBd as protective from
the knowledge of the disease and emotional consequences (e.g., depression, relational
betrayal, relationship fallout}®

37.Parent/guardian/intimate partner's individual attitudes and beliefs

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health Identity Orientation
37,46,57 161
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
109,184 Ethnicity

Parentalattitudes, beliefs, religious and cultural values, and understanding of the U.S.
healthcaresystem serve asarriersfor adolescents and young adults seeking reproductive
health serviceg/46:57.109.18¢qr example parental values may lead to decisions to delay HPV
vaccination for young girfS.Parental citizenship and immigration status has &lsen

identified as a barrier to accessing healthcare, even for childfemare U.S. citizen'§>

38. Providers' individual attitudes and beliefs

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg ~ 58606668 health 73,75,160 Identity Orientation
43,55,56 1,80,223 485,223
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
107-110,114,164,184 121,234 126 Ethnicity 149,253 174,245
138,139,188,236

Provider attitudes, beliefs, biases, araligious or moral values affect how providers interact

with, counsel, and treat their patien§:126.234

GENDER IDENTITY/SEXUAL ORIENTAN g98tematic review found LGBTQIA individuals

report provider attitudes toward clients (e.g., uncaring, unsupportive, and judgmental
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attitudes) act as a barrier teare8® For example, a survey of 152 transgender adults fdied
most frequently reported problematic healthcare interactions with healthcare services related
to gender insensitivity (31.46%), displays of discomfort (28.67%), and denial of services
(20.97%¥%° Moreover, studies show that up to 39% of transgender people have faced some
type of harassment or discrimination in healthcare settihgs.

INCARCERATIOAI2009 survey of 286 correctional healthcare providers found that provider
attitudes about the importance of contraception and the bélieat other health needs were

more importantacted asbarriers to women accessing contraception while incarcergtéd.

Similarly, research with Rhode Island Depatyii 2 F / 2 NNB Ouvadogsy a T 2 dzy R
administrators and staff initially expressed resistance to providing contraception during
incarceration because of the potentialggestion that women were at risk for pregnancy while

Ay Odzadi2Re& FyR 0S0OldzaS (K3dheRotleNshaiPBRpatink (i A a
2F / 2 NNB Ol A viea theFfaritysRirted prdvidiy cantraceptives-site [using

Title X funding], women were 12 times more likely to start a [contraception] metiaa when

given a referral for releas&?! This finding, along witadditional understanding about

pregnancy rates among women who are incarcerated, recidivism, and barriers women
experienced accessing family planning services after release caused provider attitudes to
shift.t21

RACE/ETHNICITMultiple studies with African American women described interpersonal
experiences of racism (e,gacial slurs directed at then) healthcare setting$® Interpersonal
racism refers tdhe attitudes and beliefs and actions of imitiuals that perpetuate racisAé A
gualitative study of AI/AN women found evidence that negative experiences with providers
(e.g., showing superior attitudes, ngi confusing terminology, and avoiding the reservation
during nonwork hours) deter women from accessing servi€#dditionally, key informants
working with AI/AN populations in rural and urban areas of Washington State confirm that
dehumaniziig interactions (e.g., derogatory comments, assumptions based in negative
stereotypes) serve as a significant barriers to care.

VIOLENCTHroviderheld stereotypes and misperceptions can affect the likelihood of screening
a patient for experiences of viecel’* A study by the U.34HSfound that somehealthcare
providers stereotypically view commercial sexual exploitation and sex trafficking as primarily
affecting young foreign adolescent gitf$ This stereotype may influence wheththey screen

or recognize victimwith identities also at risk of sexual exploitation and trafficking, including
U.S. citizenhoys and menor transgendeindividualst’#

39. Misconception by providers/society regarding sexual activity and
associated risks

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults £ health oRe Identity Orientation
55,57 86,161,287 86,161,287
Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
121 Ethnicity

g

y
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Cultural perceptions, misconceptions, or biases by socieproviders about whether an
individual is sexually acti¥& 251266 or at risk forST$626°may lead to differential treatment
and counseling. For example, providers may not believe that adolescents or older stuiauhld
be sexually active and may not counsel or recommend contraceptiort’®

DISABILITYPervasivecultural attitudes include the belief that people with disabilities,

especially intellectual disabilitie8!?6¢are asexul unable to have sex, or are not in control of
their sexual desire®12%6pPregnancy is often not seen as an option for wonth

disabilities’® or it is assumed to be the result of sexual abuse and not the result of informed
and intentional personal choic®! Many adults with intellectual disabilities, however, are
capable of making an informed decision to have consensuaP5&¥These misconceptions

about sexuality and risks for women with intellectual disabilities are pervasive enough that
caretakers report the m&t common reason for not receiving a pelvic exam or Pap test was their
belief that the test was unnecessary for women with intellectual disabiffies.

Researchers who looked at women with disabilities more generally found that rates of sexual
activity are no different between women with disabilities and women without disabilities
(90.0% vs. 90.69%6=.76). Contraceptive use at last intercourse is also not significantly different
between these two groups (70.1% vs 74.3%, p=ZAlthough women with disabilities use
contraception at the same rate, this is nuanced by the fact that they tend to use permanent
forms of birh control at a higher raté?® and women withintellectual disabilitiehave a history

of experiencing forced or compulsory sterilizatish.

SEXUAL ORIENTATIGNrovidersdonotlzy RSN&E G YR ISYRSNI I yR &aSEdz €
unique health needs, influenced by both sexual orientation and behavior, they man make

inaccurate assumptions that influence the care they prodfti@.2 NJ SE I YL Siay a LIK & & A C
inaccurately assumtineir [gender and sexually diverspatients are not at risk dbTlsf they do

y2i NBLR2NI LISy S NIstiakedhstively atidnts maybe tie&iddBrifdabyl S o é

are at high risk for STIs when their actual behavior is veryigkywhich can be stigmatizing.

40. Fear of deportation, separation from family, and other legal action

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adultg health Identity Orientation
Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
3,105,107,109,163,1 Ethnicity 153,174
4,184,218

Immigrants, regardless of status, delayed seeking care or did not seek care for fear of
deportation or other legal actiof105107,109.163,164,184. 218 st dy with DACPRecipients found that
immigrants, even when in the.S legally, did not seek care for fear of deportation or
consequenes for future citizenship?* Similarly, trafftked minors born in the U.S. but whose
parents lack documented legal status in the U.S. did not seek care or assistance for fear of
causing their family (e.g., parents) to be deportétiFemale detainees at |3 detention
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centers did not accedsealthcarefor fear of retaliation or negative consequences on their
pending immigration status casé¥ Lastly,a study of Latina immigrants who were
victims/survivors of IPV described partners using their immigration status and fear of
deportation and/or separation from children as a form of manipulation (elenjedaccess to
health services)>?

41. Mobility

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography

Young Adul health Identity Orientation

Homelessnes| Immigration | Incarceration|  Military Race/ SES Violence
98 109 125,128 Ethnicity 187

Studies have found that housing instability, homelessness, transiency, military deployment, and

constantly moving around make it difficult to access regular, consistent, and preventive

reproductive health services, treatment, and follayp.%8109.125.128,187

42.Substance &k

Adolescents/| Older adults | Behavioral Disability Gender Sexual Geography

Young Adultg health Identity Orientation

Homelessneg Immigration | Incarceration|  Military Race/ SES Violence
Ethnicity A

Substance use can beagsas a tool by traffickers to control trafficked individuatsas a coping
mechanism by victims/survivoi®2¢*making it difficult for mdividuals to act independently to

seek reproductive health services.

43. Historical trauma and medical mistrust

50,57,139,236,286

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Adults health HEUZS Identity Orientation
88
Homelessnes Immigration | Incarceration Military Race/ SES Violence
108,112,294 115,119 Ethnicity

Mistrust of the healthcare system due to legacies of oppression and reproductive health

coercion including forced sterilization and coercive family planning programs, served as a

barrier of care fosomepopulations®0.108.112,.168.29€ ommunities of color have experienced
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g2YSyQa f2y3a GNF dzYl K AigbéliaidNab&iePapis&semngdliatis, danY LI O i
expectation of fear, discomfort, and questionable safetgzNA y 3 Iy SOLMn23A 0Lt S
addition,some immigrant communitiesiay also have experienced trauma in country of origin

that may serve as a barrier to seeking ci®e.

44, Lack of actual or perceived confidentiality/privacy

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography

Young Adults health Identity Orientation 295

36,3843,47,48,5154 71 85,88 85

Homelessnes Immigration | Incarceration|  Military Race/ SES Violence
108,110,163,218 125127,216 Ethnicity 174,188

Concerns about confidentiality or privacy were a barrier for many populations accessing
reproductivehealth servicegt:38.:39.41,43,47,48,834,99,108,110,12927,163,174,188,216.218)ther studies have
also found concerns about the lack of privacy in the clinic or pharmacy environment, from
accessing the clinic to theheckin process to the waiting roor:448

ADOLESCENTS/YOUNG ADUILResdesire for confidentiality and privacy, and the associated
fear of disclosure, is one of the most consistently cited baraemsngadolescents asked about
reproductive healthcarg®:38:39.41.43.47.48834 Few gdolescents and young adults are aware of
their rights to confidentialit§**® and many are uncertain about the ability of a healthcare
provider to deliver confidential services without requiring parental consepft>*Healthcare
personnel and providers contribute to this issue by providing incorrect information about
availability*® and agerequirements for service® Providers are sometimes uncertain about
their own ablity to maintain confidentiality for adolescents.

Although Washington State law does not require parental notification for piesdri

contraception, researchighlights the salience of confidentiality and the consequences of
misinformation, both of which are highly influential even in the absence of parental notification
laws and age requirement§:4350.51Studies both in Wisconsin and nationwide found neh#if

of adolescent girls reported they would stop seeking caoéptive services if they believed

their parents would be notified?5*Respondents indicated they would resort to less effective
contraception or none at all, and surprisingly many would also stop seeking reproductive health
services that do not require parental notification such as STl testing and Pap’#sts.

IMMIGRATIONONe study with Somali immigrants found that womeare concerned about
confidentiality, especially with interpretef3® Another study found that women did not seek
reproductive health services, including pap smears, due to concerns about privacy and
culturallyvalued sexual modestf® A study with Hispanic, male immigrants identified the
importance ofconfianzaor privacy, confidentiality, and trust when interacting with providers
and front desk staff at clinic$3 Lastly, female detainees in®detention centers reported lack
of confidentiality or privacy when receiving heal#érgces, including instances where male
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guards were present during examinations and at appointments where the results of a
pregnancy test were communicatééf

MILITARYMost concerns about privacy and confidentialggnong women in the militarwere

due to the fact that military protocol requires active duty military membersxplain why they
need medical attention to their chain of command and to seek permission to acces$tare.
127.216\Women were concerned about disclosing their need for reproductive health services and
feared that their medical status would be reported to their chain of command, their
commanding officer would find out the results of medical tests, the results of preynsts

would go into their military record, and medical staff would go3dsigor example, among

women in the military who had an abortion during active duty service, three out of 21 women
interviewed said that their commanding officer found out they weregmwant without their
disclosing the informatiof?®

45. Criminalization of individuals or behavijanad &ar of criminal justice
involvement

Adolescents/| Older adults| Behavioral Disability Gender Sexual Geography
Young Aduk health 251 Identity Orientation
70,71,222,279
Homelessneg Immigration | Incarceration Military Race/ SES Violence
164 125127 Ethnicity 174,187,245,262

Research has found that sompepulationsare less likely to seek care due to concerns about
criminal justice involvement, legal action, removal of their childiie®, involvemat from Child
Protective Service9, and incarceratior{?:71,222.251.279

BEHAVIORAL HEALTHdtividuals with substance use disorders are more likely to become
incarcerated or to experience recidivism, making it difficult to access regular and preventive
care/%YWomen who inject drugs are more likely to be involved in the criminal justice system

than men who injectdrug®ForSE | YLI S5 2y § Zhazrmisofesdahd ( K| (=

sentence ofmore than 12months admitted tqfU.S] state prisons in 2012, 1 in 3 women were
admitted for drug offences compared with 1 in 7 men. Further, more than two thirds of women
in the [U.S] federal prisons are serving sentences for nonviolent diigfoS y OS & ® ¢

MILITARYMilitary policies punish unmarried members of the opposite sex spending the night
in the same living quarters, sexual relationships between unmarried people, and pregi&ncy.
Additionally, under Uniform Code of Military Justice sexual relationships (except consensual
relationships between members of the same rank) are an offé#fSEnese policies create an
environment of fear for women anémay prevent them from accessing the safe, legal care they
are entitled to€?® A study evaluating @ess to abortion during deployment found that
confusion and concern about military policies criminalizing sexual relationships led women to
fear seeking services and delay c&e.
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Women in the military also reported that fear of reprimand, disciplinary action, or punishment

as well as fear of potential impacts on their career or promotion led them to avoid or delay

seeking reprodudve health service&¥>126218\omen in the military who became pregnant

RdZNAYy 3 RSLI 28YSyid 6SNBE O2yOSNYSR | 062dzi 0SAy13
going to military prison, losing ran losing their source of inconm@®Women also delayed

seeking care because they did not want to leave deployment or impact their eligibility for
promotion12®

TRAFFICKING&vidence showdaws and law enforcement practices have resulted in the
criminalization of domestic sex trafficking survivét¥.Womenbeing traffickedare often

arrested forécharges associated with drugs (forced drug use by traffickers to maintain control
over victims), weapon possession (for protection from potentially violent buyers), various types
of fraud including using a false identity (createdthe trafficker), and theft or robbery (through
force by the trafficker or buye#8’

StudyLJ- NI A OA LI yia |G wA wBohad expashdedtmffickigrapbrigdda T OA f
fear of criminal justice involvement as a barrier to using emergency departments (e.g., arrest

for prostitution or substance usé$’ Moreover, fear of criminal justice involvement (e.g.,

prostitution charge) acts as a barrier to accessing health servicessdigions where

individuals 16 tdl.8 years of age can be tried in criminal courts as adifitdccording to the

Commercially Sexually Exploited Children Statewide Coordinating Committee, (@©BEGh

2 aKAYy3AG2y O2ydAydzS 2 06S FR2dzZRAOIFIGSR F2NJ ONR
drugs, and various probation violations, which can reinforce cycles & éxi | $2E &1y iddas

@2dziK SYUiUSNB || RAGSNREAZ2Y LINBPAINI YI G0KS 2NRAIAY
2T AYOSNYSG AyF2NXIFGAZ2Y AKIFENAY3IZ GKSNBTF2NBE (K

RECOMMENDATIONS

Recommendations from the published literature and Washington State agencies and
organizations were compared to identify areas of alignment and to determine which
recommendations would likely address accessibesrfor multiple priority populations. These
14recommendations are not comprehensive, but represent actions that would reduce
disparities in accessing reproductive healthcare for a number of individuals experiencing
inequities in Washington State. Duedapacity limitations, staff were not able to fully evaluate
recommendations for feasibilitgf implementation cost, or alignment with existing federal and
state law.Relevant key informants and state agencies reviewed and provided feedback on
proposed reommendations to ensure accuracy and kpgbility to Washington State.

Criminal Justice recommendations

1. The Departments of Corrections ar@hildren, Youth, and Familieshould cooperate with
state prisons, county jail systems, and juvenile detention centers to create a continuum of
care that spans incarceration and return to the communi#n assessment by End AIDS
Washington concluded that a comprehensive approach éled to ensure access to care
for adults and youth while incarcerated and upon rele@¥&efore returning to the
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community, youth and adults need linkage to care, preferred method of contraception,
insurance enrollment, housing, and other supports in order to access the reproductive care
they need?%® Washington State has enacted policies to suspend (rather than terminate)
Medicaid coverage for incarcerated individu&fsand Department of Corrections is working
to improve access thbARQCynthia Harris, DOH, persdm@mmunication, August 2018).
However, literature shows that fractured care, especially between prison and community
health systems, is also a barrier for womeho experience incarceratiaio access
consistent and appropriate reproductive health servig®s17.118.12n gaddition, women in
jails may not receive appropriate follewp care because of short durations in facilities or
unknown releaselates!®121The American College of Obstetricians and Gynecologists
recommends providing a continuum of care between initial screeningsmuse services,
referrals, and reease!!®

2. The Washington State Legislature should convene a workgroup to develop
recommendations to reduce/eliminate barriers tbealthcareservices experienced by
victims and survivor®f human trafficking Victims and survivors afex and labor
trafficking experience compléhealthcareneeds (including reproductive services) related to
their exploitation?4> Persons experiencing or exiting trafficking face economic barriers (e.g.,
financial costs), structural lbaers (e.g., criminalization and collateral impacts on eligibility
for publicly funded services, employmen@nd social barriers (e.g., reproductive coercion,
stigmatization) to care. Reducing and eliminating identified barriers for trafficked people
requires a collaborative, multidisciplinary response between survivors, advotiabes,
representativesprganized labor representatives that represent workers in industries with a
high prevalence of potential labor trafficking (e.g., farm work, domestic work, other low
wage service industries), social service providees)thcareproviders, law enforcement,
public defenders, and prosecutors. The workgroup should:

a. Review existing state and federal laws related to human trafficking

b. ldentify opportunities to: improve access to trauArdormed medical care; reduce
other barriers tohealthcare increase awareness among first responders that
survivors are victims and are not complicit in criminality; reduce criminalization and
prosecution of trafficked people.

c. Provide a report that includes any findings, recommendations, and giflation
to the Governor and appropriate committees of the legislature, within one year of
the effective date.

Education recommendations

3. The Washington State Legislature should require (rather than make voluntary) that all
public schools in WashingtoState teach ageappropriate, culturallyappropriate,
comprehensive, medically accurate, and LGBT@I&usive sexual health educationin
addition, the Legislature should fund Office of Superintendent of Public Instru@s®Ijo
develop enforcement meghanisms and provide funding and training to school districts to
ensure compliance. Evidence indicates that comprehensive sexual and relationship health
education is critical to improving individual knowledge and capacity to access reproductive
health serices. End AIDS Washington recommended that Washington State build on the
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comprehensive, medically accurate, and L@®Iusive sexual and relationship health

educatonth & Ay Of dzRSa GKS Y240 Od2NNByld aorSyOS 2y
Preparing schools to be in compliance will require additional resources to train educators.
Available evidence suggests tB&Pill require additional resources and mechanisms to

monitor curricula in use androvide appropriate technicalssistance to districts to support
implementation ofthe HY® a ¢ KA &4 SFF2NI akKz2dz R aSS] (2 RSC
pregnancy, and stigma experienced by sexual minorities, and should foster greater

understanding and acceptance of all sexual and germ#gtities among all Washington

State youth and staff in public scho@f8®In addition toOSPR & O efed$Bh¢ thandate

IS necessary to ensuegjuitable access to medicakycurate information and expanded

access to reproductive health resourcé%

4. The Washington State Legislature should allocate state funds for Department of Health to
provide passthrough funding to conmunity-based organizations to conduetge
appropriate, culturallyappropriate, comprehensive, medically accurate, and LGBFQIA
inclusive sexual health educatiom community settings for adolescents and young adults,
older adults, immigrants and refugeemdividuals with behavioral health disorders,
individuals with disabilities, individuals experiencing homelessnesslividuals with
limited English proficiency (LEP), atrtbes and urban Indian communitiet expand
health literacy related to reproductie health and navigating théealthcaresystem to
access serviceJ.hese priority populations all experience lower health literacy related to
reproductive healthserviced100:105107,110,114,125,127,163,164,184.28d health system
navigation3°36.107.114,164.291any of these individuals may not be reached through formal
sexual and reproductiveealth education in public school settings. Therefore, providing
sexual health education in community settings for these populations may improve their
access to information and resources.

Provider recommendations

5. TheHealth Care Authority andepartmentsof Corrections, Labor and Industries, and
Social and Health Services should fully implement e Robert Bree Collaborative s
“LGBTQ Health Care Report and Recommendations 2018 o i hegfthcayears
health equity for LBGT{A persons.Based in avhole-person care frameworkhe Bree
/ 2t t I 0 Z2eddminén@aSoRsiaddress structural and social barriers to.care
wSO2YYSYRIFGA2ya GF1S Ayd2 O2yaAiARSNIGAZ2Y dal L
up health, wellness, and experience (e.g., betial health, past trauma, race/ethnicity) in
such a way that is not identity or diagnoimiting.é2’¢ KS NB O2YYSYRI A2y a a
care delivery with existing evidendmased, culturally sensitiviandards of car&®’ for
LGBTQIA people in Washington State and to decrease health ineged@s areas include:
communication, languag and inclusive environments;reening and taking social and
sexual history; andraas requiring LGBT®specific standards and systems of carke
reportincludessda LISOAFTAO | OGA2ya o0SP3Ids dzasS 2F (GKS LI
gender identity) as well as resourdessupport providers and health systents t
successfully implement recommendations.
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6. The Department of Health should propose that thgr. RobertBree Collaborativedentify
and endorseseparatesets of guidelines to improve the reproductive healthcare: df)
people of color,2) immigrants and refugees3) victims and survivors of violenceand 4)
people with disabilitess¢ KS . NBS / &{ DL ¢ 2Nl $AP8&A/ I NBE wSLRI
wSO02YYSYyRIGAZ2yaé SESYLIX ATepesdafamevork®OFAGAa 2F |
develop evidencéased, alturally sensitiveecommendationgo improve standards of care
and health equity®’! & & dzOKX G KS .réddvs recomrhehdati@sNahdi A @S Q &
guidanceis trusted toadvance health equity, ensureuglity care, and support the
healthcaredelivery system to address the unmet needabrity populatiors.?®® Their
approach to developing recommendations for LBGVigrsons can be adapted to develop
recommendations to address structural and social barriers to care for other priority
populations, including people of color, immigrants and refugees, via@mdsurvivors of
violence and people with disabilitiefReduang health inequities for populations in
Washington State also aligns with DepartmentiddalthQa a G N> 6 S3IA O LIk 'y 321
health equity and improve population healtf®

Health Insurance recommendations

7. The Office of the Insurance Commissiorsrould determinea common procesand
establish consistency of form®r health plans to redirectommunications containing
personal health information AlthoughWashington State lafWVAC 284)4-510) protects
LI GASYyGaQ NARIKGa (G2 NBI dzSald péidntgand goentitih 4 Of 2 & d
providers are largely unaware of available protectidh¥°Moreover, there is no standard
process by which patients can initiate such requestakingit difficult to navigatevarious
health plansand promptingconcerns that health plans may not actually follow the practice.
California3®® Maryland3°* and Orego®?have each adopted a common process and form
widely available onlinegy which patients may request confident@mmunicaion.
Additionally, the Oregon Health Authoritkeveloped infornation for providersabout the
protections and outlind additional ways clinics/practices can support patients requesting
confidential communications (e.g., have hamopy versions of the standardized form
available at the front desk, in exam rooms, and at chaak ensure all staff are aware of
and understad the new law)% Office of thelnsuranceCommissioneican improve the use
of existing Washington patient protections bgtablishing a common process and
standardizedorm enrolleesmay useto request confidential communicatienbe redirected
This procedural change is withinK S | 3t&tytabya@kority and will help address
concerns regarding privacy and confidential communications, especiailpdog people
SYNRftSR 2y GKSANI LI NBy ( aIQVSIWINIRY & SIRY R yA yiRKASA ANB
plans.

8. The Washington State Legislature should work with the Officel# Insurance
Commissioner to determine a common process for health plans to automatically suppress
communications containing personal health information related to reproductive health
services (e.g., contraception, pregnancy tests, Pap smears, sexually tritheshaiseases
(STD), HIV testing, PrEP, and HIV treatment), and grant the agency the authority necessary
to implement and enforce the protocolln September 2018)ffice ofthe Insurance
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Commissionewithdrew its notice of proposed rulemaking related ssuer disclosures,
notices, and processes to protect privacy of healthcare informatibmheyproposed the
rule (i 2protect consumers from unauthorized disclosures about their health care services
or payments by their insurance company to family members who are on the same health
plan. These extra protections will be especially helpful to minacsims of domestic

GA2ft SYyOS |yR @&2dzy3 | RdzZ & OKAf RNEYHuvever, | NE &
agencystaff learnedthat dthe language ilRCW 48.43.512)(f) may prevenfOffice ofthe
Insurance Commissiondrpm ensuring full protection of confidential health informartio
because it requires insurance companies to provide an annual accounting upon ré#dest.
As legislatie amendments are explored, automatic suppression of health plan
communications related to reproductive health services should be considered to protect
against privacy breacheslated to sensitive services

9. The Washington State Legislature should develm implement a health insurance
option for lawfully present immigrants that do not meet the-§ear-bar, other immigrants
not qualified for federal benefits, and for individual&ho are undocumentedWhile the
ACAand corresponding Medicaid expansion e&sed health insurance access for many
communities and enabled lawful immigrants to purchase and receive subsidies for private
health insurance through the Health Exchanges, it continued to exclude some immigrants
from receiving Medicaid for five years anthde individualsvho are undocumenteand
DACA recipients ineligible for public coverage or private insurance through the
marketplace®18112.113.184nsyrance optionshat may improve access to reproductive
healthcarefor immigrant communities include establishing a stdieaded program to cover
comprehensive reproductive health services; creating a State Basic Héattljallowable
under the ACAJ? broadening the COFA Islander Health Care program to other immigrant
communities®*® applyingfor a 1332 State Innovation &iver (allowable under the ACfo(
example, California considered a waiver to allow all immigrants regardless of status to
purchase plans from the Health Exchanyé¥ providing additional state fundinfpr safety
net providers and community health centers; or allowing for the development of ceunty
based health insurance optiorig’82%0

10. The Washington State Legislature should grant authoritytihe Office of the Insurance
CommissionerHealth Care Authority Department of Social and HealtBervicesand
other relevant agencieso update health insurance and medical forms to include non
gendered language and to allow individuals to indicate both sex assigned at birth and
gender identity.Evidence from the literature and key informants in Wagton indicate
that binary sex/gender options on medical and insurance forms present challenges to sexual
and gender diverse people, particularly for gender vwomforming and transgender
individuals®® The Gender Identity in U.S. Surveillance (GenlUSS) groujiti aliseiplinary
and multtinstitutional collaboration, works to advance the development of sex and gender
related measures. GenlUSS recommends including measures-tdsaifed assigned sex
at birth and current gender identity to adult surve¥8a ¢ Sa G Ay 3 aK2ga GKFG 0
approach appears the most likely to have high sensitivity, as well as high specificity, with
I Rdzt G ad¢ wSaASI NOKSNB F2dzyR AG dadzyOf SIFNJ 6 KS{K
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follow current gender identity on populan-0 8 SR adz2NISeada¢ | yR NBO2YY
investigated the ordering effects of the two questioli8The TweStep approach may
prevent unnecessary denials of care amgbrove medical and insurance interactions for
d&SEdzZf IyR 3ISYRSNI RAGSNES Ot ASyiGaod 2-AtftAl Ya
{GSLX ! LIINRI OK AyOfdzRSa ljdzSadAazya GKFG Faly
1 Sex Assigned at BirttWhat sex were you assigned at birth, on your original
birth certificate?
o Male
o Female
9 Current Gender ldentityHow do you describe yourself? (Check one)
o Male
o Female
o Transgender
o Do not identify as female, male, or transgender

11.The Wasington State Legislature shoulieicrease state Medicaid reimbursement ratésr
reproductive health servicesto improve service and provider availabilitfHealthCare
Authorityis bound by Washingto8tatelaw to remain budget neutrahnd the agenchas
not received a budget increase for Medicaid servifesn the legislaturesince2007.
Evidence indicates thabi reimbursement rates for pregnancy healthcare servjcektive
to rates paid by other commercial carriecgntribute to financial problems in rural
hospitalsand undefresourced settingsvhere obstetric care is dominatdsy Medicaid%
The Legislatte should review options to increase Medicaid reimbursement rates for
reproductive health services (i.especificHealthcare Common Procedure Coding system
supply cods, patients, health centers, providerdh 2016 the Governor requeste#iealth
Care Aubority increase reimbursement to qualified providers for insertion.8RGor
Apple Health (Medicaid) clientd ¢ KS LINRPLI2ZASR FSS AYyONBIFasS Ay
for women enrolled in Apple Health who seek to prevent unintended pregnancy, and
increase the numbeof providers performing LARC insertions (intexine devices [IlUDgr
O2y GNI OSLII RBS AYLI I yidaooé

Other Healthcare Relateddtommendations

12.The Washington State Legislature should dedicate additional state funds to provide family
planning services in Washington State, and should replace federal Title X funding with
state funding in the event that Title X is cut at the federal level or futueguirements do
not meet Washington State lawThe Guttamacher Instituteonductedan analys of 2010
national and statdevel datato estimate the total public costs from unintended pregnancies
and the role of public insurance programs in paying for paaggrelated care3°%21%Using
the same approactDepartment of Healtliound that publicly-funded family planning
centers in Washington helped avel8,140 unintended pregnancies in 2Q1vhich have
resulted in8,540fewer unplanned births an®,130fewer abortions?° In addition, by
averting unintended pregnancies and other negative reproductive healtcomes,
publicly-funded family planning services provided by safety health centers in
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Washington helped save the federal and state governmeh#l$! million in associated
costs of maternal and birthelated care, miscarriages, ectopic pregnancies, and abortion
services?®

13. TheWashington State Legislature should review t@®»mmunity Health Worker Task
Forcefinal report regarding training and educationecommendations (anticipated June
2019) and should identifppportunities andstrategies forCHW<o address barriers in
accesgig reproductive healthcareCouncil staff acknowledge current work in Washington
State related to community health workers (CHWS), promotofeal Community Health
AidegRepresentativesand community health representatives, and the value they add in
helping patients overcome access barrié¥$!!-312TheCommunity Health Worker Taskforce
wasreconvened inOctober2018to address training and education for CHWith
recommendations anticipated in June 2019. The prior 2016 Community Health Worker
Taskforce recognized three unique roles for CHWs: 1. Devellajonships and build trust
with communities of color and underserved, lamcome populations; 2. Facilitate
communication between patients and health care providers and decisiakers; and 3.
Address social determinants of health at the individual amahimunity leveB! CHWs
promotores, and Tribal Community Heakides/Representativeserve as cultural
mediators to help individuals and communities navigate the health care system; provide
culturally and linguistically appropriate health education; conduct outreach; participate in
care coordination and case managengorovide social support; advocate for individuals
and communities; build health literacy and community capacity; provide direct service (e.g.,
health screenings); conduct individual and commuihétyel health assessments; and
participate in evaluation athresearch!!

14.Key Informants shared opportunities for future research that tMgashington State
Legislatureor state agenciesnd institutions of higher educatiorshould consideto
improve access to reproductive health services in Washington State, including:
a. Conduct patial analysis of reproductive health service and provider availability (e.g.,
county, zip code, census tract) to identify areas with service or provider shortages.
b. Evaluate &cial feminization proedures agneans to reduce sexual and physical
violence pepetrated against trangenderwomen The current evidence base does
not meet requirements foomedicatnecessity and therefore cial feminization is
not currentlynot covered by insurance.
c. ldentifythe impact oflimited service pregnancy centers (crisis pregnancy centers)
access to medicaHlsgccurate, timely reproductiveealthcare
d. Conduct an irdepth analysis of state unintended pregnancy data to gain a more
nuanced understanding of populations with highesitof unintended pregnancy and
to identify effective strategies and interventions to increase access to contraception
for those populations.
e. Determine the appropriateness, feasibility, and application of collecting additional
health information for refugeg at ports of entry to provide refugees with timely,
appropriate health services (e.g., access to contraception).
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f. Collect data to fill gaps in available staéwel data to better understand and identify
inequities in reproductive health access (e.g., dataut reproductive health access
for immigrants and refugee¥® active duty women in the military and female
Veteranst?®129.2749nd victims and survivors of violert€é?).

g. ldentify and evaluate policiemnd programgo increase representation and diversity
of the healthcarevorkforce(e.g., race/ethnicity, sexual orientation, gender
identity). Approaches for consideration may address the pipeline (high school to
medical school)aceconscious admissionsgquirements for internationally trained
providers, or others.
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APPENDICES
APPENDIX Barriereexperienced by population group

Priority populations experiencing each barrier are highlighted. Barriers are numbered to improve readability and for ease of
reference. Numbering within the repa@tioes not indicatemportance priority, or severity compare to other barriersWhile
findingsare presented by priority population, an individual may identify with multiple factors. Therefore barriers in accessing
reproductive health services may be compounded or exasperated, furthering inequities in ddw®snequities are the result of
institutionalized structures of oppression that marginalize specific identities while prioritfggsfor receipt of resourcesthis
review focused on access to reproductive healthcarailable literature specific to aessing reproductive health services for some
priority populations was limited or lacking, and individuals may expegibacriers in accessing healthcare in general that do not
appear in the reproductive health literature. For these reasons, the availiédiature may not fully capture all of the barriers
individuals encounter when seeking reproductive health services or healthcare generally.

Behavioral
Disability
Gender

identity
orientation
Geography
Homelessness
Immigration
Incarceration
Military
Violence
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Economic barriers

1. Insurance status

2. Cost of care

3. Associated costs of care

4. Non-medical expenses,
debts

5. Underfunding

Structural barriers

6. Health facility closures ang
mergers
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Structural barriers(continued)

Adolescents/

N
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Older adults

Behavioral
Disability

Gender
identity

orientation

Geography

Immigration
Incarceration
Military
Race/Ethnicity|

SES

Violence

7. Distance to services, trave
time, and transportation

8. Work, school, childcare
limitations

9. Lack of medical home

10. Limited language access,
lack of culturally and
linguistically appropriate
services

11.Service and provider
availability

12.Limited services due to
health system directives

13. Serviceor procedure
requirements

14. Policy implementatiorand
denial of services

15.Assumed
heteronormativity and
cisnormativity

16.Forms and procedures

17.Medicallyaccurate sexual

health education
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Older adults
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Structural barriers(continued)

Behavioral
Disability

Gender
identity

orientation

Geography

Immigration
Incarceration
Military
Race/Ethnicity|

SES

Violence

18. Clinical environment and
conditions

19. Lack of formal provider
training or medical
education

20. State and federal legal
rulings or legislation

21.Insurance coverage

22.Health plan
communications

23. Difficulty navigating
insurance system

24 Difficulty in obtaining
medicallyaccurate
information about services

25. Personal identification
document requirements

26.Lack of data

Social barriers

27.Intimate Partner Violence

28.Reproductive and
pregnancy coercion
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Social barriergcontinued)

Adolescents/

N
=
>
o
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(@]
c
>
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>

Older adults

Behavioral
Disability

Gender
identity

orientation

Geography
Immigration
Incarceration

Military

Violence

29.Physical and/or sexual
violence

30. Mandatory reporting

31.Differentialtreatment,
practices, or counseling by
provider

32.Denial or delay of services

33.Fear, perception, or
experience of bias,
discrimination,
stigmatization

34.Lack of social support

35. Individual healtHiteracy

36.t FGASYGiaQ Ay
attitudes and beliefs

37.Parent/guardian/intimate
LI NIy SNDR& Ay
attitudes and beliefs

38t N2PJARSNBRQ A
attitudes and beliefs

39. Misconception by
providers/society about

sexual activity and risks
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Older adults
Behavioral
Disability
Gender
identity
orientation
Geography
Immigration
Incarceration
Military
Race/Ethnicity|
SES
Violence

» 2
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>
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Social barriergcontinued)

40. Fear of deportation,
separation from family,
and other legal action

41. Mobility

42.Substance use

43. Historical trauma and
medicalmistrust

44.Lack of actual or perceive(
confidentiality/privacy

45. Criminalization of
individuals or behaviors,
and fear of criminal justice
involvement
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APPENDIX Search terms aratticles by population

Population Search terms Number of articles included

Adolescents/young adults | Adolescent 31
Young Adult
Teen

Older adults sexually transmitted 12
infection, STI, older adult,
older men, older women,
senior, postmenopausal,
Medicare,nursing home

Behavioral Health ("mental health" OR 6
"substance use" OR
"behavioral health™)

Disability (disability* OR impairment*) | 14

Gender identity 6ad3aSYRSNJ ARSY 31
G3ISYRSNI y2y O2
transgender OR trans)

Sexual orientation LGBTQ, Sexual orientation | 14

Geography Rural, Geography 11

Homelessness ("housing" OR "homeless") | 4

Immigration (immigra* OR detain* OR | 26
asylum OR citizen*)

Incarceration incarcerat*, jail, prison*, 16
criminal justice involved

Military andVeterans (military OR "active duty™ | 11
OR veteran)
("tricare™)

Race/Ethnicity (race OR ethnicity) 40
OaNI OAFf RAAL
People of color

SES (socioeconomic OR SES) | 22

Violence (violence OR intimate partng 38
GA2f SYyOS hw A
64a&SE i NafiekF)A G
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APPENDIX Terminology specifto victims/survivors of violence

Human traffickingis a form of moderrday slavery in which traffickers use force, fraod

coercion to control victims for the purpose of engaging in commercial sex acts or labor services
against their wilB'3Victims in the U.S. are entitled to protection and assistance, regardless of
their immigration status!4

1 Labor traffickingis using force, fraudr coercion to recruit, harbor, transport, provide
or obtain aperson for labor or services in involuntary servitude, peonage, debt
bondage or slavery?'* Labor trafficking has been found in diverse labor settings,
including domestic work, small businesses, large faand factories’!?

1 Sex trafficking under Washington State law, is a commercial sex act induced by force,
fraud, or coercion or in which the person induced to perform such act is under the age
of 18314315Sex trafficking has been foundarwide variety of venues including
residential brothels, escort services, massage businesses, strip clubs, and®6thers.

1 Domestic taffickinginvolves US citizens, lawful permanent residents, and immigrants
who are undocumentedand is often disproportionally perpetrated against vulnerable
women and childrer®’

Intimate partner violence (IPVis any type of physical, sexual, or psychological harm done by a
current or former partner or spouse (both heterosexual and s@®e); it also includes stalking,
and loss of reproductive contrsuch as refusal to use a condom. IPV includes abusive behavior
also referred to as domestic violen€®.

Reproductive coercion (RCattempts to promote pregnancy in an individual who can become
pregnant through verbal pressure and threats to become pregnant (pregnancgiaog direct
interference with contraception (birtltontrol sabotage), and threats and coercion related to
pregnancy continuation or termination (control of pregnancy outconi&sj’>Whilethe
predominant form of RC involves a male partner's dominance over a woman, womenssame
partners, andntergenerational relations (e.gparents or idaws) can also engage in RE.
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APPENDIB Terminology specific to LGBTQIA people

This appendix provides definitions for terms used in this report; it does not represent all

possible or universally preferred langua@efinitions are daptedfrom University of

California,Davis LGBTQIA Glossaith review byrelevant key informant3°8
CisgenderAA SY RSNJ ARSyGAGe GKF{G az20ASteé& RSSya G2 Yl
birth. The prefix cismeans "on this side of" or "not across."

Cissexism/Genderismirhe pervasive system of discriminatamd exclusion that oppresses

people whose gender and/or gender expression falls outside ofaisative constructs.This

a2ad0SY A& F2dzyRSR 2y GKS 0StAST GKIFIG GKSNB I N
gender or most aspects of it, are ingbly tied to assigned sex.

Gender A social construct used to classify a person as a man, woman, or some other identity.
Fundamentally different from the sex one is assigned at birth.

Gender Identity! aSyasS 2F 2ySQad aSt T nlajorgomeo@> I SY RSN
identity, which may or may not correspond with the sex and gender one is assigned at birth.

Gender Non Conforming (GNCPeople who do not subscribe to gender expressions or roles
expected of them by society. More commonly a way teaée a demographic or experience
rather than a term someone may identify themselves as.

Heteronormativity: A set of societal norms, practices, and institutions that promote binary
alignment of biological sex, gender identity, and gender roles; assubteedsexuality as a
fundamental and natural norm; and privilege monogamous, committed relationships and
reproductive sex above all other sexual practices.

Intersectionality: A term to describe the way that multiple systems of oppression interact in
the lives of those with multiple marginalized identities.

Misgendering Attributing a gender to someone that is incorrect/does not align with their
gender identity

Non-binary: A gender identity and experience that embraces a full universe of expressions and
ways of being that resonate for an individual. It may be an active resistance to binary gender
expectations and/or an intentional creation of new unbounded ideas of seffinvihe world.

For some people who identify as ntamary there may be overlap with other concepts and
identities like gender expansive and gender sammforming.

Sexual OrientationSexual dentation is an enduring emotional, romantic, sexual
affectional attraction or norattraction to other people. Sexual orientation can be fluid and
people use a variety of labels to describe their sexual orientation
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TransgenderAdjective used most often as an umbrella term, and frequently abbreviated to
GONg y&mPA &a | R2SOGAPS RSAONROGSAE |+ gARS NIry3aS 27
gender identity and/or expression differs from conventional expectations based on their
assigned sex at birthincluding norbinary people. Not all trans people undergedical
transition (surgery or hormones).
1 Another commonly held definitiorBomeone whose determination of their sex and/or
gender is not universally considered valid; someone whose behavior or expression does
y2i aYlI GOKé GKSANI | deyhA 3y SR a4aSE | O0O2NRAY 3 |

Trans manA person may choose to identify this way to capture their gender identity as well as
their lived experience as a transgender person.

Trans womanA person may choose to identify this way to capture their gender identity as well
as their lived experience as a transgender person.
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APPENDIX Terminology specific to immigrants and refugees

There are numerous immigration status designations defimgthe federal government

through the Immigration and Nationality AE¥ Immigration status is fluid, and partially

impacted by how and when an individual entered the country and their nativitgddition,

AYYAIANF GA2Yy adGl Gddza RSFAYAGA2Y A NBFSNadan 'y Ay
individual may move through different statuses during their time in the U.S. For example, an
individual may enter the U.S. as a refugee, adjust to become a legal permanent resident, and

then become a naturalized citizelmmigration status designatiorad terminology have legal,

moral, and historical context, and are evolvit§This appendix provides definitions for terms

used in this reporeind for health insurace eligibility it does not represent all possible

immigration statuses and designations.

Alien: An individual who is not a citizen or national of the €}8s.

Immigrant: An individual currently in the U.S. who is not a citizen or national of the U.S.,
including both individuals that entered the U.S. legally and individuals that entered the U.S.
without inspection3*® This does not include individuals admitted into the U.S. for short or
temporary periods of time, or for specific purposgés.

1 Asylumseekers An individuawho petitions for asylum at a port of entry or after arrival
in the U.S01.316

91 Deferred Action for Childhood Arrivals (DACA) recipiefit indivdual brought to the
U.S. as a child who has met certain qualifications and been granted temporary relief
from deportation38 DACA eligibility is determined on a cdsecase basig!®

M Individual who is undocumentedAn individualwho entered the U.S. without
inspection®®TermsusR (2 RS&AONAR OGS (KA& RSOMINMH BYZ¥E A
Gdzy | dzi K2 NART SRZ¢ adzyR20dzYSySRz¢ #dzyt | ¢ Fdzt €

1 Lawful permanent residet: An individual who is not a citizen of the U.S. and is living in
the U.S. under a legally recognized and recorded immigration st&tus.

1 Refugee An individual located outside the U.S. wisdegally admitted into the U.S. and
is unable or unwilling to return to their country of origin due to persecution or féar o
persecution based on race, religion, nationality, membership in a particular social group,
or political opinion2'® For the purposes of this report, staff used the term refugee
broadly to include albbopulations eligible for benefits and services to assist in
resettlement after arrival in th&).S includingrefugees asyleesCuban/Haitian
entrants victims of trafficking; Iraqgi or Afghan Special Immigraatsl Ameriasians.
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U.S. CitizenAn individual born in the U.8r one of its territoriescertain individualdorn
abroad toat least ondJ.S. citizenor individuals who have become citizens through the
naturalization processt®

U.S. NationalIndividuals born in American Samoa or Swain t8and residents of the
NorthernMariana Islands who did not choose to become U.S. citiZ&ns.

Immigration gatus groups for health insurance

For the purposes of health insurance coverage eligibility, H€zdtle Authority defines four

citizenship and immigration status groupsy’ | RRAGA2Y G2 d&! o{ d [/ AGAT Sy
terminology for the three immigration status groups is useéenteral immigration lav. The

terms used daot necessarily indicate ether an individual is eligible for health insurance

benefits since eachrgup may includendividuals withmultiple immigration status

designationsThe three immigration statusrgups include?®®

1. LawfullyPr esent " Qu While the AEA expahdedehealth’insurance options
to many populations, it continued to exclude some immigrants from receiving Medicaid
for five years (known as theyearbar). Some immigration status designations under
0KS OGAVSIR fIATA Sy ¢  OF ( S-gearNd befdréddetomivigiefigible rk S p
insurance, and some statuses are exempt from the&r bar.Lawfully Present
"Qualified Aliens" are eligible to apply for federal health insurance (Medicaid and
I KA f RNXB Yy Sutance Brdgfaj t putclyase and receive subsides on the
Exchanges, and to enroll in employgronsored health insurance.

2. Lawfully Present "Norg u a | i f i €hdldreA And pregnaht women under this
status are potentially eligible for fedetglfundedhealth insuranceOther adults with
qualifying emergent conditions may be eligible to receien Emergency Medical
coverage "Nonqualified aliens" are also eligible to purchase and nezsubsidies on
the Exchangeand to enroll in employesponsorechealth insurance.

3. Undocumented Immigrantindividualswho are undocumentedincludingDACA
recipients are notligible for federal health insurance and cannot purchase coverage on
the Exchangesndividuals are potentially eligible fédien Emergency Medictdr
certain qualifying emergent conditionh Washington State, pregnant womand
childrenwho are undocumented can receive Medicaid coverage.
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APPENDIK List of key informants

Key informant interviews were completed to gain &duhal context and background

information and to refine staff understanding of the literature and recommendations for some
population groups. Results from key informant interviews were used to inform background and
contextual understanding, identify adénal search terms that could help address gaps in the
review of literature, and identify additional articles or resources to review for potential

inclusion in the report. Staff spoke with approximately 80 key informants throughout the
course of the reviewThis list includes key informants that provided permission to include their
name, title, and organization at the time this report was published, and may not include all
individuals that contributed to this report.

Key informant Title Organization
Conne Cantrell Executive Director Cedar River Clinics
Darlene Packard Financial Offic®irector Cedar River Clinics
Mercedes Sanchez Director of Development, Cedar River Clinics
Communications, and
Community Education and
Outreach
Kirstin Johnson Certified NurseMidwife Community Health
Association of Spokane
Coalition Members Equal Start Community
Coalition
Tobi HilMeyer Health Equity Director Gay City
Fred Swanson Executive Director Gay City
Shoshana Aleinikoff, MD HealthPoint Midway Medical
Coalition Member Health Equity & Reproductiv
Organizations Rights Organization$lERRD
Coalition
Planned Parenthood Votes | Coalition member HERRO Coalition
NW & Hawaii
Karter Booher Executive Director Ingersoll Gender Center
Mattie Mooney HealthcareAccess Ingersoll Gender Center
Coordinator
Kasey Rivas Director,MaternalChild March of Dimes Washington
Health and Government
Affairs
Staff member NARAL Pr€hoice WA
Barbara Middleton, MSN, Rl Chief Operations Officer NEW Health Programs
Associations
Huma Zarif Staff Attorney Northwest Health Law
Advocates
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Key informant(continued)
Dila Perera, MSW, MPH

Title
Executive Director

Organization
Open Arms

Finn Cottom Community Outreach Planned Parenthood of the
9 RdzOl i 2 NJ L b w( GreatNorthwest and the

Hawaiian Islands (Seattle)

Mollie Overby Community Outreach Planned Parenthood of the

Educator

Great Northwest and the
Hawaiian Islands (Seattle)

Leslie Edwards

Public Policy Analyst

Planned Parenthood Votes
Northwest Hawalii

AleyJoseph

Epidemiologist
Assessment, Policy
Development & Evaluation

Public Health Seattle & King
County

Heather Maisen, MSW, MPH

Family Planning Program
Manager

Public Health Seattle & King
County

Erika Fardig

Nurse, Maternity Support
Services

Public Healit Seattle & King
County

Genya Shimkin, MPH

Founder and CEO

Q Card Project, LLC

Kirsten HarrisTalley

Board Member

Surge Reproductive Justice

Sarah Prager, MD, MAS

Professor of Obstetrics and
Gynecology

University of Washington

Ying Zhang

AssistantProfessor,
Department of Family
Medicine

University of Washington

Kelly Gilmore, MPH

Research Scientist, Family
Planning; Clinical Instructor,
CommunityOriented Public
Health Practice

University of Washington

Allison Weaver

Special Projects Manager

Upstream Washington

Kelsey Liu, MPH

Program Manager

Urban Indian Health Institute

Eliza Ramsey

Project Associate

Urban Indian Health Institute

Tamaso Johnson

Public Policy Director

Washington State Coalition
Against Domestic Violence

Stephanie Pratt

Victims of Crime Program
Manager, Human Trafficking
Lead, Office of Crime Victim
Advocacy

Washington State
Department of Commerce

Mary Colter, MD

Fecility Medical Director,
Washington Corrections
Center for Women

Washington State
Department of Correatins
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Key informant(continued)
Tiffani Buck

22YSyQa | S|t

Consultant

Organization
Washington State
Department of Health

Lacy Fehrenbach

Director, Office of Family an
Community Health
Improvement

Washington State
Department of Health

Andres Fernando

Rules and Legislation
Implementation Manager,
Health Systems Quality
Assurance

Washington State
Department of Health

Cynthia Harris

Program Manager, Family
Planning

Washington State
Department of Health

Tamara Jones

End AIDS Washington
Coordinator

Washington State
Department of Health

Mary Kellington

Family Planning Program
Consultant

Washington State
Department of Health

Blake Maresh, MPA, CMBE

Executive Director, Board of
Osteopathic Medicine and
Surgery, Health Systems
Quality Assuance

Washington State
Department of Health

Dorothy McBride

Family Planning Nurse
Consultant

Washington State
Department of Health

Paula Meyer MSN, RN, FRE

Executive Director, Nursing
Care Quality Assurance
Commission

Washington State
Department of Health

Tracy Mikesell

Family Planning Specialist

Washington State
Department of Health

Cynthia Morrison

Manager, Access, Systems
and Coordination Section

Washington State
Department of Health

Christie Spice, MPH

Deputy Assistant Secretary
for Policy, Healtlsystems
Quiality Assurance

Washington State
Department of Health

Kathy Weed

Program Manager, Health
Systems Quality Assurance

Washington State
Department of Health

Katie Wolt MES

Health Policy Analyst
Midwifery Advisory
Committee, Health Systems
Quality Assurance

Washington State
Department of Health

Alfie AlvaradeRamos

Director

Washington State

Department of Veterans

Affairs
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Key informant(continued)
Heidi Audette

Title
Communications and
Legislative Director

Organization
Washington State
Department of Veterans
Affairs

Anaya Balter, RN, CNM, MS
MBA

Clinical Director for Women's
Health

Washington State Health
Care Authority

Amy Dobbins

Section Manager, Office of
Medicaid Eligibility Policy

Washington State Health
Care Authority

Charissdotinos MD, MSc

Deputy Chief Medical Office

Washington State Health
Care Authority

Francesca Matias

Eligibility Policy
Representative, Office of
Medicaid Eligibility Policy

Washington State Health
Care Authority

Kyle Wood

Assistant Attorney General,
Criminal Justice Division

Washington State Office of
the Attorney General

Lonnie John8rown

Legislative Director, Policy
and Legislative Affairs
Division

Washington State Office of
the Insurance Commissione

Jessica Houseman
Whitehawk

Program OfficerHealth and
Wellness

Yakima Valley Community
Foundation
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